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1968 in partial fulfillment of the requirements for the degree of
Master in City Planning.
This is a study'of the "third psychiatric revolution", a
movement that began in the psychiatric profession with a stated goal
to "return the mental patient to his community" and make the communi-
ty as a whole responsible for his treatment and the further prevention
of mental illness. This movement, as opposed to the earlier practices
of the profession which were strictly bounded by a clinical, custodial
approach, has caused a great deal of controversy among the psychiatri-
cally trained professionals as well as among all other related social
service planners. Beyond the social aspects involved in this issue,
there are also physical aspects that usually remain unnoticed even when
in the early stages of planning of related social services recommenda-
tions are being made for their consideration. This study essentially
proposes that the environment within which an individual operates be
analyzed simultaneously as one composed of sociophysical characteris-
tics for which minimum performance standards should be established.
In the first part there is an investigation of the concepts
of community, mental health and of how services are being regarded by
all those concerned. Some -statistics are offered to show the status
quo of mental health today and of the image that it has in the mind of
the general public.
The second part is a description and critique of the Massa-
chusetts Mental Health Plan with some suggestions as to how it might
have been set up as to better achieve its objectives.
The third part of this atudy is devoted to building up a
theoretical system for assessment of need for mental health services,
citizen participation in all levels from investigation to decision ma-
king and the steps that seem necessary if the result of this third re-
volution is to reach its goal: maximum community participation in the'
construction of an effective network of social services which united
would provide a better system for treatment of mental illness and pro-
motion of mental health.
The fourth part examines closely a particular area in Boston,
that which is served by the Tufts-. New England Medical Center and its
Department of Psychiatry. An attempt is being made to apply the frame-
work suggested in part three in a real situation.
Part five is devoted to a case study of a social therapeutic
club for former mental patients which is situated in Boston, the Center
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Club. The object of that study was to arrive at a possible method
which should enable those concerned to arrive at sociophysical envi-
ronmental standards both in terms of the internal and the external
environment which characterizes all Places of human interaction, es-
pecially those within which activities closely related to mental
health programs take place.
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PART ONE : INTRODUCTION
A person whose behavior deviates from that expected of
him in any social situation has been seen in a great variety of ways
throughout the course of history. As our knowledge of the functions
of the human mind increases, our attitudes towards such a person
change considerably. In this perspective, the barred windows of the
insane asylums must be seen as an improvement over what society had
in store for the disturbed in the past, an improvement that was the
product of a revolutionary change in attitude. The teachings of
Freud began the second revolution by showing that there was, in fact,
a continuum between sanity and insanity and that treatment, after all,
was possible, opening the way for the mentally ill to reenter society.
It seems, however, that all this change had a very small
overall effect because of two reasons which still today continue to
influence the life of the mentally ill. The first is that for the
vast majority of people the change in attitudes towards the mentally
ill has been very shallow; there is a stigma that society attaches
to them which is not easily eradicated and most people find comfort
in totally avoiding the subject. The second reason that has caused
change to be marginally effective is that treatment has generally
been limited to a one-to-one ratio between doctors and patients.
As a result, it has become somewhat of a luxury for those who can
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afford it and have the knowledge and sophistication to ask for it.
At the same time, the great numbers who, unable to afford the ser-
vices of the individual psychotherapist find themselves in the vari-
ous mental hospitals, may consider themselves lucky if they get any
attention at all.
Central to this issue is the fact that psychiatry has for
a long period of time been the foster child of medicine borrowing
from it the "treatment model" with all its standards, medical and
legal. Social scientists in the 1940's first questioned this model's
applicability to mental health as one based on the concept of sick-
ness and also on issues of legitimacy. Commitment procedures in
court have been the target of several individuals and organizations
reacting to the fact that in many cases mental hospitals have been
used as jails since occasionally it is easier to have a defendant
committed than proven guilty on a legally sound basis. This also
brought up the question of constitutionality since the end result
was that a person was kept away from society against his will and
without any real treatment applied to him. In addition, the social
stigma of being mentally ill was attached to him which is something
that he would have avoided had his case been taken through normal
legal channels. In fact, the issue of stigma is central to the pro-
cess of rehabilitation of an ex mental patient for whom the borrowed
treatment model has not provided a scheme and the medically minded
psychiatric profession has not provided appropriate services and
facilities.
As is apparent from the above, not very much progress could
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be made in the field if the public were to remain alien and uninformed
on the issues related to mental health and if the accepted treatment
methods were not to allow for more flexibility in the consideration
of a wider variety of cases, simultaneously involving the public in
accepting some responsibility in the treatment of these cases. In
view of the fact that drawing the line between reasonable and un-
reasonable behavior can become a difficult task, and in view of the
severe consequences of each decision, it has become apparent that
still another approach to the problem should be taken.
This approach has been based essentially on the argument
that society in general is at least partially responsible for the
mental condition of some of its members and should, therefore, be
made responsible for their recovery. A great contribution towards
this end has been made by the development of tranquilizing drugs which
not only make it possible for mental patients to return to the com-
munity as useful individuals, but allow them as well to have limited
use for the mental hospital.
Acceptance of this way of approaching the problem implies
the assignment of a whole new set of responsibilities to the community
and has resulted in sizeable resistance, skepticism and tension be-
tween all concerned. Political, social, legal, economical and pro-
fessional issues have arisen, while the individual is still at a
loss in finding his way through the new types of institutions that
are slowly being developed for his benefit. As pointed out later in
this study, the central role of the psychiatric professionals has
been changing while they themselves, because of their very training
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and earlier professional standards, are the least happy about this
change. Nonetheless, community psychiatry has already made its first
steps which almost of necessity have been lacking direction towards
explicit goals.
Perhaps the greatest problem in establishing a clear
direction for action has been one of definitions. Community psychi-
atry necessitates the establishment of community mental health ser-
vices; however, the very concepts of mental health, of community and
of services are objects of disagreement and are based on unquestioned
assumptions.
The concept of mental health is one of great ambiguity.
The various attempts to define it have mistakenly regarded it as the
opposite of mental illness which could be tentatively defined by
some commonly accepted standards:
"Mental illness occurs when...an individual's mental
health has been moderately or severely impaired.. .a
mentally healthy person (is) one who is capable of
organizing and maintaining adequate relations with
other people. Moreover, such a person is capable of
deriving satisfaction from these relations. His be-
havior is socially appropriate in terms of prevailing
cultural norms and is not regarded as bizarre. Finally,
a mentally healthy person continues his level of social
performance in terms of norms current for persons of
his age and status."1
The ambiguity of the above definition is made more appar-
ent by another author who has made a comprehensive review of accept-
able definitions:
"...one has the option of defining mental health in at
least one of two ways: as a relatively constant and
enduring function of personality, leading to predictable
differences in behavior and feelings depending on the
stresses and strains of the situations in which a person
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finds himself; or as a momentary function of personality
and situation."2
It follows from the above that whether a person is considered mentally
healthy or ill depends greatly on the type of definition applied in
his case. A further point made by the above author speaks to the
relationship of environment to mental health, "...in other words, the
conditionsunder which a person acquires enduring mental health or
will act in a mentally healthy way..." suggesting that this relation-
ship be the object of further study which should be postponed "until
the legitimate meaning, if any, of mental health as an attribute of
human behavior has been explored."
For the purpose of this study in which an attempt is made
to correlate mental health to the conditions of the physical as well
as the social environment, it has been defined as "the harmonious
and creative interaction of the individual with his sociophysical
environment, considered on a situation by situation basis." Such a
definition can be made operational if further studies on the social
and physical aspects of the environment result in defining what kinds
of conditions are conducive to mental health. For the time being it
is useful in defining the parameters to be considered in the work
that follows.
The concept of community as referred to by the legislators
and service planners has been very vague. Its context changes ac-
cording to the frame of reference in which it is discussed. At pres-
ent one discerns that the concept is used in three different ways
which taken one at a time are more or less useful. Howeve:, their
value is only marginal if the consequences of their use are not made
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clear. One definition is geographical and its boundaries have been
stretched from those of a small village to those of the earth. In
most cases the application of a geographical definition is of little
value since it does not specifically refer to the social issues that
are present. A second definition that is being used is strictly a
social one, complimentary to the first, and it is applied on the
range from the nuclear family to all human beings. Both of these
definitions assume a different dimension as they relate to the issue
of mental health. The first may signify the physical environment
within which the individual operates, the second, the social environ-
ment. When the term "therapeutic community" is used it is meant to
signify the positive effects that a community may have on the indi-
vidual, in this case the community should be defined both as a
physical and as a social entity. In fact, this is where the third
definition originated, in trying to combine the two others. As it
has been applied to the present practices of planning for community
mental health, it has come to define a community as a service area
(the awkward term "catchment area' has also been in use by the ser-
vice planners,) an area with which those who provide the services
are in many instances unfamiliar. For their partial familiarity they
rely on statistics, surveys and as of late, on some of the areats
relatively atypical representatives. Service areas, however, are
thought of either as communities or as being composed of communities
following either or both of the earlier definitions. This would be
acceptable if the definition of such areas were in fact based on
relevant community studies. This has not been the case as will be
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shown later.
If the concept of a community is to be useful, it has to
consider the dynamics that cause community formation as they relate
to the concept of mental health. As was noted earlier, the "third
revolution" in mental health means to treat the patient in his "com-
munity" and to focus on the promotion of mental health rather than
the treatment of mental illness. In this context, a community may
only be defined by those of its characteristics that in one way or
another influence the psychological development of the individual.
In the context of the urban environment the following assumptions
may be made: (a) communities are formed for the promotion of posi-
tive inter-relationships between their members, (b) interpersonal
behavior is aimed at reducing anxiety,3 and (c) other factors, economic,
physical, political etc. are considered as variables that further in-
fluence the formation of the schema that is generated by the first
two assumptions. The concept of community has, therefore, been de-
fined as a number of individuals who relate socially in sharing com-
mon values and as is implied by the latest movement in mental health
which augments earlier notions of community formation - also share
the responsibility of promoting positive interrelationships between
its members. This definition, similar to the one for mental health,
can be made operational by further defining the issues about which
individuals form value sharing groups and assume responsibilities,
thusly redefining the community for each issue under examination.
This method of analysis, while it seems time consuming and inefficient,
has the advantages of avoiding sweeping generalizations, blanket
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statements and policies. It increases sensitivity in the application
of public programs and services and facilitates the recognition of
minorities. This method of defining a community is applied in the
fourth part of this work where it is shown that information about
the people in a section of Boston indicates different needs and values
and other such characteristics depending on the method of defining
the community.
The concept of services is also one that has caused con-
siderable disagreement among those concerned with community mental
health. At the heart of the argument lies the difference in opinion
between those who favor the clinical approach to psychiatry and those
who are willing to question its effectiveness and try other methods.
which do not necessarily rely on the older treatment model. Those
who question the clinical approach have more than just a theoretical
argument: simply, there are not at present, nor is it foreseen that
there will ever be enough psychiatrically trained professionals to
meet the expanding needs of the population. As Dr. G. Albee pointed
out in the 124th meeting of the American Psychiatric Association,
Boston has at present a greater number of such professionals than the
nationally established goal for American cities. Yet the benefits
of this proliferation of professionals are not quite evident. While
both sides are pointing to the critical problem of shortage of man-
power, the underlying messages have conflicting consequences: ac-
cording to the first, community mental health has got as far as it
ever will get. The critics of the clinical approach on the other
hand are continuously inventing new methods of treatment which are
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still problem oriented but by-pass individual psychotherapy. Their
ansuer to the manpower question comes from the ranks of trained non-
psychiatric professionals. Whether this is really a debate concern-
ing prestige rather than effectiveness remains to be seen. The fact
still remains that the recipients of the presently available psy-
chiatric services are as a rule those who can afford them more easily
than others, rather than those who need them more than others. In
addition, the clinical approach is virtually of no benefit to those
who at some point may be in need of help but for any number of reasons
will be unable to receive it or even indicate that they need it.
Clinics, hospitals and the privately operating professionals are
pathologically oriented with no substantial involvement in preventive
activities. That is not to say that they are not valuable; it merely
points out the need for new kinds of services which are meant to in-
tegrate and supplement the old ones so as to form a truly comprehen-
sive network, accessible to any person. There also exists the poten-
tial for simultaneous increase of community involvement, acceptance
of unrecognized facilities as parts of the comprehensive network and
an efficient system in terms of manpower, distribution of tasks and
sharing of information. From the user's point of view, the service
system becomes more readily accessible to those who no longer have
to face the attached stigma, while it makes rehabilitation more
humane for those who have been released from hospitals. In the
fourth part of this work, the potential application of the above in
one of the five services areas of Boston is examined.
Present conditions and trends: The definition difficulties
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that were noted above make the interpretation of the existing statis-
tics problematic; however, some indices clearly point out the dis-
parity of the present situation:
Twenty one U.S. state hospitals are reported without a
single psychiatrist.
262 public mental hospital patients per 100,000 popula-
tion (1964)4
.97 public mental hospital physicians per 100 resident
patients (1964)4
7.8 psychiatrists per 100,000 population (1965)4
19,000,000 people suffering from mild to severe mental
or emotional illness (1965)5
More than 50% of all medical and surgical cases treated
have a mental illness complication (1965)5
There are more than 500,000 mentally ill children (1965)5
There are more than 5,000,000 alcoholics (1965)5
20-25% of an average urban ponulation at any time
have emotional problems (1962)6
One half of all hospital beds in the U.S. are occupied
by mental patients.5
A Boston survey shows that in 1,000 people 200 to 250 would
have emotional problems.. .150 are identified as handicapped by emo-
tional disturbance and of these only 10 get help from family doctors,
internists etc. either in their private practice or as a donation.6
According to the same survey, about 50 (one third of the identified
handicapped) do not get any help whatsoever, formal or informal.
To these must be added a considerable amount of unidentified cases
in order to have a fair picture of the size of the problem. With
the present use of tranquilizing drugs, increasing use of outpatient
care and partial hospitalization, there is a tendency to take treatment
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away from the hospital; however, the ratio of admissions vs. re-
leases is growing4 and communities are left with the enormous problem
of rehabilitation of growing numbers of ex patients who normally have
very little means of supporting themselves economically or psychologi-
cally, a chief reason why a large proportion have soon to be read-
mitted to the hospital. These statistics, in short, show the over-
whelming shortage of trained personnel to deal with and follow up
all the identified cases alone. Furthermore, they imply the need
for a lot of innovation in the methods of identification and treat-
ment of a patient and the recruitment of all possible help from
other community resources.
Meanwhile, the public image of mental illness and health
and of the related services is another area in which a great deal of
work has to be done. Some characteristic attitudes and conflicts in
the minds of the "healthy" population are shown in a survey conducted
in New York in 1963:7
Mental illness is progressively seen as just any other
illness and is, therefore, considered treatable.
Mental hospitals exist for the protection of the community;
patients, incidentally, get better in there.
Only two out of five persons deny having ever had any
"great personal problems."
73% say: "Kindness and understanding from other can
usually head off mental illness," but....
80% agree that: "a mentally ill person who stays in
the community is in danger from rude and unkind people
there."
Also 77% tend to agree that, unlike physical illness,
mental illness tends to repel most people; however, 68%
deny that it tends to repel them personally.
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The prevailing attitudes of the general population are
well shown in the following indicators of willingness to associate
with ex-mental patients:
73% would work next to an ex-patient
69% would live next to an ex-patient
64% would hire an ex-patient
23% would share an apartment with one, or agree if
someone in the family were to marry one.
In addition to the conflicting feelings of the public on
mental patients, there is evidence of confusion as to the role of
the various professionals and the knowledge of the existence and role
of various mental health facilities. It is important to note that,
on the other hand, ex-mental patients feeling the cold shoulder at-
titudes of the "healthy" public have at times organized social clubs
of their own or have made use of such facilities as half way houses
as stepping stones towards their full socialization. The last part
of this work will concentrate in one such club in Boston which will
be used to demonstrate how some of the planning principles may be
applied in a single facility.
The foregoing discussion was in reference to the multipli-
city of issues that are related to mental health in the community.
There is evidence of strong disagreement as to how one defines mental
health, how one regards a community, how one is to identify needs
and appropriate services. These issues are raised because our society
is continuously facing problems stemming from the behavior of its
members. Some of these problems can be easily identified as mental;
some forms of crime and delinquency, some acute mental disorders
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serve as examples. On the other hand, there is an ever growing num-
ber of cases such as those expressed in anarchy, dissent, apathy and
alienation that are usually regarded as only tangentially related to
mental health or illness, until the case becomes acute enough to be
classified in the first category. The case of the disappointed slum
dweller is not related to mental health issues until he either dis-
obeys the law or rebels against some social norm imposed upon him.
Even then, whether his case will be examined by the policeman or
the psychiatrist is highly a matter of chance, if not prejudice.
Similarly ill-defined criteria are often applied at the community
scale when the question is whether a community is to be dismantled
for an expressway or enhanced by a mental health center. Whether
"enhanced" is the right word or not is also a matter of point of
view. The question still remains one of approach towards possible
solutions to problems: Those favoring a pragmatic approach follow
short run solutions applicable to the most urgent problems. The
fact that these solutions do not tend to the prevention of problems
in the future urges others to look for more universal solutions that
promise the elimination of problems and a more even distribution of
social services and benefits. The inevitable entanglement of both
approaches with political and economic consideraticns as well as is-
sues of personality and unquestionably accepted practices and pro-
fessional standards makes the debate between the two sides more heated
and complicated. In the case of community mental health, as in all
cases involving the public life of the individual, there seems to be
an urgent need for the establishment of operational criteria and
13
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standards which would enable the decision makers of the community
to evaluate actions and assign priorities on an objective basis.
The methodology for the derivation of such criteria and
standards has been the purpose of this work. A review of the past
and present practices related to mental health reveals that the
approach of the pragmatists has been the usual procedure from the
days of Freud up to the very recent past when its inadequacy at a
large scale has become quite obvious. In an effort to face the
problem at its roots, actions were taken nationally, proposing a
more comprehensive approach towards community mental health. These
are examined in part two of this study where it is shown that the
absence of specific standards for the methods of assessing need and
the delivery of appropriate services has resulted in one more
series of debates and complications while those in need of these
services are still far from receiving them.
The following two parts examine the specific application
of the new mental health programs in a section of Boston and simul-
taneously attempt to identify ways by which to develop criteria for
the delivery of these programs. The definitions of mental health,
community and services proposed earlier in this section are used
as a basis for this study with emphasis on both the social as well
as the physical characteristics of the environment that are seen
as relevant to an individualts mental health. The underlying sug-
gestion is that the needed services may be seen as parts of a
continuum that ranges from those of which the character is clearly
institutional to those that are informal, where community involvement
14
on a personal basis is maximum. It is shown that while the demand
for the first is still not fully satisfied and while a large por-
tion of it may be served by more informal services, the attention
to the latter has been minimal resulting in underuse of valuable
existing resources. The identification of such resources is also
the subject of discussion in the third part.
The last part of the study deals with one particular link
in the continuum of services, a social rehabilitation club of ex-
mental patients which while it is part of the above examined Boston
area it has been serving the whole of metropolitan Boston. An at-
tempt is made in that section to arrive at social and physical
environmental standards applicable to that part of the continuum,
exemplifying the methodology for arriving at such standards for
other parts of the continuum of mental health services.
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PART TWO : THE EVOLUTION OF A COMPREHENSIVE SERVICE NETWORK FOR
COMMUNITY PSYCHIATRY
Since 1963, in the United States mental health has become
an important political issue resulting in great progress theoreti-
cally, as well as in haste and endless debate, in practice. The
goal in general terms had been stated by President Kennedy in part
of his message to Congress in 1963, essentially calling for a com-
prehensive approach towards a solution to the mental health problem:
"The time has come for a bold new approach.. .when this
approach is carried out, reliance on the cold mercy of
custodial isolation will be supplanted by the open warmth
of community concern and capability..."
This statement came as the natural outcome of a long series
of years during which this attitude evolved. Following are noted
some of the most significant cornerstones of this movement:
1946: Passing of a National Mental Health Act which led
to the establishment of the principle of state-
federal partnership in mental health programs,
and in...
1949: the establishment of the National Institute of
Mental Health.
1953: Mental Health Study Act: assigned the Joint
Commission on Mental Illness and Health the man-
date to survey the resources and to make recommen-
dations for combatting mental illness in the U.S.
1960: The Joint Commission transmitted its report to
Congress. The report was later published under the
title Action for Mental Health.
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1961: The Surgeon General's Ad Hoc Committee on Planning
mental health facilities recommended that "the
Governor of each State consider taking whatever
steps are necessary to stimulate the development
of a plan for mental health facilities."
1962: The Conference of State and Territorial Mental
Health Authorities and the Governor's Conference
passed resolutions urging allocation of funds to
enable development of comprehensive State planning
efforts directed to the eventual implementation of
some of the emerging concepts in community mental
health.
1963: The 87th Congress provided through H.E.W. money
for grants-in-aid to States for financing compre-
hensive mental health planning at the State level.
Following the 1963 launching of the National campaign for
mental health, the States began studies on how they could individu-
ally handle the challenge. Action for Mental Health had been a
vigorous and courageous statement of the facts, the problems and
the potentialities in the field. Massachusetts, one of the States
best equipped to study the issues in depth, employed the Medical
Foundation for the task of assessing the size of the problem in this
State and making recommendations for action. This resulted in the
following developments, chronologically:
1965: Publication of Mental Health for Massachusetts, the
report of the Massachusetts Mental Health Planning
Project.
1966: Publication of Massachusetts Plans for its Retarded,
the repott of the Massachusetts Mental Retardation
Planning Project and passing of an Act establishing
a comprehensive Program of Mental Health and Mental
Retardation Services.
1967: Publication of The Reorganization of the Department
of Mental Health, the report of the Governor's task
force to implement the reorganization of the Depart-
ment of Mental Health - a further development of
the Act of 1966.
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The goals and recommendations proposed in the 1965 report
were based on the same principles that generated the movement
towards community psychiatry:
"Especially imperative is the participation of all
levels of society in the prevention and treatment of
mental illness. Ultimately, the community itself
plays the most significant role in helping or hinder-
ing the disturbed individual." 8
The report itself was intended to be (a) comprehensive,
in order to advance the attack in all fronts and (b) sufficiently
detailed to give direction for concrete action. A list of eleven
types of services was recommended as necessary for a comprehensive
approach. Of these the first five were considered as most important:
1. Inpatient services for a limited time.
2. Outpatient services.
3. Partial hospitalization for day care and night
care programs.
4. 24-hour emergency services.
5. Community services in the form of consultation
and education.
6. Precare and aftercare services, including foster
homes, half-way houses and home visiting.
7. Continuing care either locally or within a reason-
able distance.
8. Diagnostic services in the form of extensive examinations.
9. Rehabilitative services in vocational, educational and
social areas.
10. Training for all types of personnel.
11. Research and evaluation of a variety of types.
Other suggestions cover the need for (a) dispersion of
resources, (b) cooperation between the various formal and informal
institutions of a community, (c) flexibility, (d) citizen partici-
pation, (e) coordinating responsibility - here lies the value of the
mental health center, (f) further studies on community mental health
centers, (g) financial support, (h) more efficient manpower training
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and (i) continued planning and coordination at all levels with other
medical or non-medical institutions for physical and social planning.
These suggestions were followed by 15 specific recommendations out-
lining the principles for a delivery system, the areas of most ur-
gent need and the need for professional manpower for the delivery
of services and for carrying out research.
A year and a half later, on December 28, 1966, after
mental health had become a major political issue in this State an
appropriate Act was passed with the purpose of "establishing a com-
prehensive program of mental health and mental retardation services." 9
On March 28, 1967, "the new law officially sets in motion reorgani-
zation of the Department of Mental Health. Decentralized administra-
tion and the introduction of citizen participation in area planning
will help establish an effective program of comprehensive and coor-
dinated mental health services at the community level..." 10
The Act first established the administrative structure of
the new organization with special departments for (a) Community
Programs, (b) Research, Planning and Training, (c) Adminstrative
services, (d) Mental Retardation, (e) Children's services and (f)
legal counselling. In addition to the central offices of policy
makers there are three advisory groups meant to wholly or partially
represent the consumers of the proposed services:
(a) an advisory council for the planning, construction,
operation or utilization of community mental health
and retardation centers (one council for each).
(b) a state mental health advisory council including mem-
bers of the social work, legal, labor, industry and
church systems.
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(c) Area boards composed of 21 citizens for each of the
defined service areas, at least two-thirds of whom must
live in the area and the remainder at least work there.
All these advisory groups are under the influence or are basically
chosen by the StateCommissioner of Mental Health.
To facilitate decentralization of the decision making ap-
paratus and for citizen participation from the entire State, the
State is divided in seven regions of approximately equal population
and further subdivided into a total of 37 areas ranging from 75,000
to 200,000 population, each with its own mental health center and
administrative powers at that level. The boundaries of these areas
are subject to annual review by the Department and the State Health
and Welfare Commission, also changes may be proposed by the individual
area boards. In section 17 of the Act it is stated that:
"each area shall be drawn so as to include and to allow
for the development of mental health and retardation ser-
vices and facilities, as needed, which shall be readily
accessible to the people in the area taking into consid-
eration such factors as: geographic boundaries, roads
and other means of transportation, population concen-
tration, city, town and county limits, other relevant
community services and community, economic and social
relationship."
Considering the Act of 1966 as it developed out of the
Plan of 1965, it seems that there was general agreement as to the
theoretical validity of the recommendation of the Plan, i.e. that
decentralization and comprehensiveness were the most important in-
struments towards the formation of "the bold new approach." The
Act that followed as well as the newly published report on the re-
organization of the Department, try to implement this approach. One
can only be critical of the outcome by suggesting that it is reasonable
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but probably inadequate. This criticism may be based on the fact
that the decision making apparatus, as clearly as it may have been
defined theoretically in the Act of 1966, it gives two contradicting
impressions: (a) that even as decentralized as the system appears,
the central offices seem to maintain the stronger hand in all the
decision making since even the advisory boards are potentially picked
by the Commissioner. (b) If that is not the case - which is very
likely in view of the great variety of vested interests in the field
of mental health - then, there really remains no clear system for
the allocation of responsibility in decision making. A year and a
half after the passing of the Act, one area board that has been
chosen to represent the citizens of the specific study area examined
in part four of this work, has yet to establish itself in the area
and inform the public on its functions. Perhaps this is due to the
fact that the board member selection process has been lengthier than
anticipated, as well as that the function of the area board being
advisory, led the area board to become the follower rather than an
equal leader. The professionals in the board represent the deci-
sion making institution within the area while it may have been use-
ful to include in the board community-paid psychiatrically trained
professionals who would serve as advisors to the board, much the
same as the cnncept of advocacy planning would have it for the physi-
cal aspects of environmental planning.
The question here again is whether the guardians of the
clinical treatment methods, who are the most skeptical as to the
fundamental thesis of the new approach while they hold most of the
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decision making offices, are apt to deny their professional practices
and turn to innovation. Some critics predict that the new movement
will simply be "resisted by incorporation."I1 "...that is, confined
to existing models while lip-service is given to 'nedw ideas."
On the other hand, those criticized are open to suggestions,
but no proliferation of such is evident. The established standards
offer a comfortable failsafe for all concerned and as a result, the
"new movement" is presently crawling. Political support for new pro-
grams implies an unwritten agreement that there soon be some visible
evidence of early accomplishment. Building of mental health centers
provides just that. Before their actual usefulness has been estab-
lished, or at least debated within the area boards, before studies
were conducted to establish controlling criteria for their function
and design, some are already in operation (much in the typical old
model) and most are on the drawing board or in early construction
stages.
Evidently, the emphasis has been put on the more institu-
tional types of facilities and services while relatively little has
been suggested towards the utilization of a community's natural
paramedical resources which can be of considerable help to a com-
prehensive approach, and as was suggested on page 1 of the 1965 Plan,
"play the most significant role in helping or hindering the disturbed
individual." It is fair to say that the medical approach has pre-
vailed over the more useful, almost mandatory, approach that em-
phasizes community involvement. This is not to underestimate the
fact that some steps have, in fact, been taken and the area boards
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do include some professionals from other fields such as education,
church and welfare. The point remains that the role of the psychi-
atric professional has changed under the latest developments. His
earlier face to face contact with the patient is substituted by in-
direct contact via a diverse group of non-psychiatric professionals
to whom he is a consultant. As Smith points out:
"Consultation is very essential. People interact with
their social environment; to change aspects of that
environment can make great differences in the mental
health of whole groups. The people and institutions that
in large part influence or determine that environment -
government agencies, churches, schools, business, in-
dustry - are amateurs when it comes to the psychologi-
cal effects of their policies and decisions, and they
are preoccupied with other matters. This does not mean
that the mental health professionals know best how the
community should operate.. .rather, they contribute a
special perspective that can help the agencies and in-
stitutions perform their functions better. Through
consultation, at all levels, mental health people can
improve the quality of community and family life for
all citizens."1 1
This is the kind of involvement of the psychiatric profes-
sionals that if at all, it is coming very slowly, allowing for specu-
lation on the reasons for this attitude, which coupled with the
hasty quality of the results of the political influences may mean
that no real progress is foreseeable until some of these issues are
resolved. In addition there are other, more technical problems to
which we must face:
(a) One of these problems is the identification of what
kinds of facilities are appropriate for various types of possible
clients. In the Plan report there is a general analysis of the 37
areas of this State but it establishes need on the basis of "lack-
ing facilities and services that are available elsewhere." This
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approach presupposes that what is presently available is desirable,
if not adequate and on the other hand establishes a method for
search of need that is based on the standards of the old practices.
A study of the needs of various client types conducted with a non-
paternalistic attitude should reveal new possibilities for a de-
livery system that responds to the community needs at a scale that
allows it to be more sensitive to local differences of need than when
the community is regarded as 75,000 or 200,000 people at a time.
(b) A further development of this issue would possibly
affect the drawing of boundaries between service areas on premises
for defining a "community" similar to those suggested earlier in
this work and as applied in part four. The present boundaries fol-
low old census tract lines which reflect little, if at all, the
present community structure in the area. The Act provides for re-
view and alteration of these boundaries and also allows a client
to transverse them; however, still today this has not been made very
clear to the public and in any case the final decision lies with the
local authority. The issue gets even more complicated as various
members of the same family may wind up using facilities in dif-
ferent service areas.
(c) Citizen participation, a subject to which reference
has been made earlier, is given considerable emphasis in both the
Plan and the Act but the proposed limits fall short of what is really
meant by the term. As one of the dissents in Appendix 1 of the Plan
reads:
"Decentralization is most important but this should mean
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decentralization all the way to the community level
with local responsibility and power."12
(d) The emphasis on the construction of mental health cen-
ters has also resulted in neglecting the potential of the existing
paramedical facilities which usually go from one economic crisis to
another, for it is only if they accepted institutional standards
that they would be considered as legitimate services. Such standards
would in some cases spoil the therapeutic qualities that they ex-
hibit.
(e) Performance standards should be applied to all facili-
ties and services and should specify the social, physical and insti-
tutional conditions that should prevail in each and additionally,
they should define the types of relationships between them and the
community. At present, standards have only been developed for some
new mental health centers, neglecting the remainder of the field for
the lack of time, money, interest, or all three.
(f) Reaching the individual who typically will not ask for
psychiatric help even if he is aware that he needs it - sometimes
that is the very reason that he refuses help until it is too late -
is a problem that service planners are presently facing whether
they are clinically or community oriented. This problem is almost
inseparable from the notion of creating a "therapeutic community"
in that the answer to both is to be found in the appropriate plan-
ning of the social and the physical environment so as to first,
widen the individual's horizons and increase his social contacts
and second, superimpose on that environment a system of social ser-
vices, some of which are of a psychiatric nature. Their use would
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tend to regard the client as a whole, complex individual who may
have a variety of needs, some of which he is unaware of and some
of which he denies. The first steps along this approach have al-
ready been taken successfully by several Neighborhood Service Cen-
ters. It is quite surprising that the planners of mental health
services have not made use of this resource, especially as it would
have been the most appropriate position from which to coordinate
mental health with other social services. Taking this function
away from the mental health centers would reduce them to the level
of any decentralized satellite or urban hospital. But as Smith
points out, "buildings are not the strategic ingredient of a commun-
ity mental health center. The key ingredient is services - and ser-
vices mean prfessional people.. ." That, in the face of the apparent
manpower shortage, means coordination, proper assignment of
responsibility, sharing of information and establishment of evalua-
tion system. Perhaps the state of despair in which most profes-
sionals find themselves today is an unjustified condition. Smith
and Hobbs write:
"For the disturbed person, the goal of the community
mental health programs should be to help him and the
social systems of which he is a member to function
together as harmoniously and productively as possible.
Such a goal is more practical, and more readily specified
than the elusive concept of cure which misses the point
that for much mental disorder the trouble lies not within
the skin of the individual but in the interpersonal sys-
tems through which he is related to others." 1 3
The third part of this study will focus on this particular
issue, in an attempt to first specify the methods of analyzing those
aspects of a community - seen as a social organization - that may
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be helpful in planning social services, and then showing how a
network of mental health services could be incorporated.
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PART THREE: IDENTIFICATION OF COMMUNITY RESOURCES FOR MENTAL HEALTH
Planning for community mental health, as shown in the ear-
lier parts of this paper has become a necessary task which, however,
is perceived differently by all those concerned. To the greater por-
tion of the population, it means putting away the insane so that the
streets will be safer. At times of crisis such as after the assassi-
nation of national figures, there is a slight increase in the people's
awareness that, perhaps, there is something wrong with the conditions
of the society as a whole. The statement that "the community is ulti-
mately responsible for the mental health of its members" is typically
translated into the provision of adequate caretaking institutions.
As a result, defining the need for mental health services typically
means counting the number of such institutions available in the area
without considering other methods by which to identify the need and
plan for meeting it.
These public attitudes - shown in detail in part one -
greatly influence the attitudes of the professionals in psychiatry
for a very good reason: their role has historically been one very
similar to a doctor's. According to a problem oriented medical model
their services can only be delivered as individual problems arise.
Psychiatry has focused on the mental problems of the individual, not
those of society as a whole. Even in those cases where the diagnosis
28
might be identical in both the individual and society, psychiatric
services can only be delivered on an individual basis, or to specific
small groups. Moreover, their objective is treatment, not prevention.
To ex-mental patients, community mental health receives a
negative quality: they are bitterly aware of its absence. Those who
feel the first signs of trouble are aware of the same phenomenon.
They usually take the only road open to them, the one to the mental
hospital. In the meantime, some pray, some talk to the family doctor
or to their relatives, some internalize their problem afraid of being
stigmatized, while hoping that time will take care of it. Most times
they do not admit that there may be something wrong with them mentally
and seek other reasons for their unhappiness. The generally accepted
beliefs about the role of the psychiatrist and the kind of person that
needs his services has, therefore, created the conditions that have
brought community psychiatry to a stalemate: If the psychiatrically
trained professionals are to attend only the acutely ill, there is
really no meaningfully helpful source of help for the less severe
cases to turn to.
Perhaps those who most vividly feel the results of this con-
dition are the various community caretakers, the clergy, the school
teachers, the social workers, the court. They see community psychiatry
as a void to be filled but their view is also problem oriented for it
is largely shaped by individual problems that they meet in their pro-
fessional practice. By their very relationship to the community, how-
ever, they happen to be the greatest asset of a resource oriented
approach to community mental health.
29
Such an approach is the focus of the present study. Refer-
ring to the definition for mental health proposed in part one, it is
possible to consider the requirements for the creation of an environ-
ment which is conducive to mental health. Analyzing the social and
physical characteristics of the environment on a situation-by-situation
basis may yield sufficient performance standards that will have to be
met in order to create such an environment. These standards may be de-
veloped on the basis of age, social role, or occupation considering
the types of socio-physical settings within which each typical group
performing its daily activities. For example, it would be possible to
describe the quality of the settings within which children or working
mothers or the aged operate and find new ways by which to achieve
minimum performance standards for each. Insofar as these standards
are to meet needs of people which vary from one section of a city to
another, deriving them should follow community studies which would
reveal such differences. Therefore, standards developed for one com-
munity need not be applied to another. Community studies must show
the typical demographic characteristics of the population, the formal
and informal groups that form its structure, as well as behavioral
characteristics which are necessary to establish the felt needs of that
population as well as help evaluate present and proposed mental health
programs.
The purpose of this type of analysis is to examine at better
detail the characteristics and needs of a population so that (a) the
planning of services will take advantage of all the existing dynamic
resources in an area and (b) the delivery of these services will be
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sensitive to differences between the people within this area, in order
to achieve receptivity by the people and efficiency. This approach
is resource oriented also in that it makes use of other social services
that may contribute information, expertise and manpower to mental
health programs. Such are the services that are presently seeking
help from the psychiatric professionals. Conversely, they are the
very links that these professionals are looking for in their efforts
to avail their services widely to the population without assuming the
responsibility to seek out the potential clients individually. In
effect, the quality of this liaison has been recently specified by
the U. S. Department of Health, Education, and Welfare as one of the
"essential services of the community mental health centers" in a hand-
book on consultations: 14
" . . . one of the professionals is a mental health
specialist . . . who represents a community mental
health center. He is the consultant. The other
professional . . . represents a community agency
(consultee). The person or system helped by these
two is called the client. . . Consultation is not
a direct, clinical service. As a consultant, the
mental health specialist does not give direct
clinical service. Instead, he guides the consultee
in giving therapeutic help to the client. . . The
main objective of the consultant is to lead the
consultee in the direction of self help. The main
objective of the consultee is to absorb the kind of
knowledge and attitudes that will help the client
and at the same time help himself do a better job
wherever it touches on mental health."
Coordination with other formal social services, however,
will not suffice for the development of effective mental health
programs. In mental health the greatest problem seems to be the
ability of the help-giving institution to reach those who need help.
As pointed out earlier, the potential client of mental health services
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is not usually eager to use them as he would be in the case of other
social services. In fact, he either denies their usefulness, dis-
trusts the motives of the helping institutions or fails to admit that
those services are applicable to his problems. (See "present condi-
tions" in part one and the T-NEMC questionnaire in part four.) In
view of the above, the planner of services of this kind is faced with
the dilemma of whether to abide by the wishes of the typical client
or to find indirect ways of reaching him. The former would only deny
the whole purpose of the movement towards achieving community mental
health; the latter would seem presumptuous and leaves the field open
for criticism on a wider philosophical basis. It seems, however, that
some well calculated and explicit efforts towards the latter approach
are the only hope for establishing the potential of such an attitude
towards community mental health. The present programs tend to focus
on half of the problem, the patient's treatment. They do not expli-
citly provide sufficient channels for the rehabilitation of those who
have been under treatment. Physically bringing the hospital to the
community in the form of a mental health center does not mean that
the expatient's transition from the one to the other is made natural
or without difficulties.
What the above suggests is the need for creation of an inte-
grated system of mental health services capable of providing psycho-
logical support for the individual at all stages of need. These ser-
vices may be thought as part of a continuum as suggested at the end
of part one, ranging thusly from the highly institutionalized ones to
the most informal which need maximum personal community involvement if
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they are to succeed. Their function and performance requirements
would be adjusted to the particular demands of each community as
discussed earlier in this section. Such a framework would help in
the identification and recruitment of the aid of all the locally
available resources in any form, while by following such performance
requirements it would be possible to ascertain the efficiency of the
existing services avoiding blind spots in delivery or duplication of
effort.
Such an integrated system of mental health services has
several advantages: (a) It becomes easily accessible to persons who
need varying degrees of psychological support since it can be ap-
proached through any of its contacts with the system of services and
organizations. (b) The person who has a need for such support but
refuses to admit it because fear of being stigmatized will find it
easier to make use of the available services as he no longer has to
publicly commit himself or show signs that he is making use of mental
health services. (c) The actual need of the individual can be ascer-
tained through the use of an integrated information system at his
first contact with the system of services, thusly reducing wasteful
operations and frustration caused by the bureaucratic practices of a
non-integrated system. (d) All the available psychiatric and non-
psychiatric resources of a community are being exploited, thusly re-
ducing the present problem of manpower shortage for treatment of pa-
tients. (e) A person in need of help may receive such help before his
condition becomes worse, as detection and treatment are performed at
all levels and not only at the institutional. This in turn would
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relieve the excessive load that is presently being put on the more
institutionalized services. (f) Psychiatrists and administrators of
the various social services would find more time for the performance
of their actual task - treatment of patients and coordination of
function within these services - rather than in time consuming fund
raising efforts or information retrieval.
In this section we will consider in detail a specific anal-
ytical approach to the identification of needs, performance require-
ments, and resources in the context of the community, using specific
examples derived from the Tufts-New England Medical Center Mental
Health service area in Boston. This discussion will be primarily
analytical, dealing with the rationale behind the proposed procedure
structure and using examples where appropriate. Section four of this
study will then present in greater detail the way in which these pro-
cedures could be applied in practice to the T-NEMC service area in
particular, including analysis of cluster formations and evaluation
of presently available local mental health programs.
1. Defining groups for analysis.
In analyzing the needs of a community for mental health
facilities we are in a very real sense simultaneously defining the
community and describing its characteristics. Before we can analyze
the mental health needs of a heterogeneous population we must divide
the population into a number of more homogeneous groups. The number
of separate groups that will be necessary is an entirely empirical
matter, determined both by the heterogeneity of the population and
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the sensitivity of the proposed policies to that heterogeneity. Once
these groups have been defined and their members identified, a second
task is that of studying each group to determine its characteristics,
i.e., what is common to most members of the group besides the criteria
used for the definition of the group in the first place, and the de-
gree of variation in the non-shared characteristics. In most cases,
this will differ from a complete description of the group only in that
it will be considerably more structured to differentiate between
shared and non-shared characteristics. Since persons can be grouped
according to a wide variety of characteristics, the problem arises of
selecting out as defining characteristics for groups those variables
that are most salient to mental health care. Typically these vari-
ables will be related either to aspects of mental health problems or
to their treatment. Thus, the category of black unwed mothers might
reasonably be expected to have certain mental health problems in com-
mon, while the elderly would present a quite different set of prob-
lems. Both categories are examples of the first kind of variable.
Living in a given area is an example of the second type of variable.
Typically a group would be defined by both problem and treatment vari-
ables, e.g., the elderly people living in a given section of Roxbury.
The determination of the relevant variables for group definition will,
like the number of groups, be an empirical matter depending on the
nature of the community and the character of the services which the
government is willing or able to provide.
The concept of a community for mental health care goes one
step beyond the idea of homogeneous groups for the definition of mental
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health needs: while people can always be differentiated into homo-
geneous groups around any characteristic whatever, the concept of a
community in the sense used here asserts that the homogeneous group
appropriate for mental health planning is also actually or potentially
a viable social entity with positive interrelationships and sharing
of common social values among the members. For example, calling the
elderly people in a section of Roxbury a community would imply that
while most group members may not know each other at the present time,
involvement in a mental health program would produce valuable inter-
actions, some durable friendships, and in general a supportive atmo-
sphere conducive to the solving of mental health problems in a con-
text quite foreign to the traditional therapist-patient relationship.
This is still another reason why the community or group cannot be de-
fined on an a priori basis: there is no way of knowing what issues
or characteristics will form a reasonable basis for cooperation and
charing without investigation in the field. The "community" will be-
come more numerous as theiissue becomes more general, but at the same
time the issue may lose salience for the people involved and so lose
its effectiveness as a binding force and a nucleus for interaction.
Again, we will be defining the community at the same time as we are
describing it.
The usefulness of defining a community in these terms is
the flexibility it provides in assessing the needs and resources of
an area and the types of programs to be provided. Rather than lock-
ing the policy-maker into the definition of specific "catchment areas",
the areas can overlap, allowing residents a choice of programs de-
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pending on their needs and greatly simplifying administration (though
not evaluation). The definition of a community around a characteris-
tic or a function rather than an area eliminates the traditional
problem of mental health centers (and indeed neighborhood service
centers in general) of structuring services for a widely varying
client population. Moreover, such a definition of community relates
directly the formulation of performance criteria and functional pro-
grams to solve the problems of individual groups. If the clients of
a mental health center are clustered around one central characteristic,
the program of the center should also be structured around this char-
acteristic and the problems related to it.
It seems likely that when this concept of community will be
translated into practice in the design of mental health programs, the
client areas of different centers would overlap considerably; this is
to be expected, since in general in our society a neighborhood will
contain households with a wide variety of life situations and psycho-
logical problems. Instead of building four identical general neigh-
borhood health centers in four adjoining neighborhoods, each neighbor-
hood might receive a different kind of mental health center, with the
"catchment" areas of all centers extending over each of the four
neighborhoods, or even further. Clients would have a large degree of
freedom to select the center best suiting their particular needs, or,
just as important, tastes. This element of personalization and free
choice might do much to remove the element of stigma and compulsion
presently associated with mental health and mental health centers.
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2. Implications for collection of data:
In order to define homogeneous communities adequately, it
will be necessary in most instances to revise existing procedures for
the collection and analysis of data concerning mental health problems,
population characteristics, and community resources.
(i) They will in all likelihood need to be significantly
broadened in scope, as is described below in the discussion of the
specific variables and types of data that will be most useful in plan-
ning for mental health. They will need to include a significantly
greater number of variables over a much wider range of subject mat-
ter.
(ii) Data will be required on a much finer spatial grain
than at present. Currently data are collected for whole service
areas of 75,000 to 200,000 people in order to identify in general the
felt needs of the population in each area. Spatial differentiation
on such a broad scale seems largely irrelevant: the similarities be-
tween the identified needs of two such service areas may be much
greater than those between any two city blocks within a single area
because averaging over wide and heterogeneous areas produces a lowest
common denominator which will be highly uniform for all areas since
it essentially describes the population in general rather than any
particular subgroup within it. Further division into subareas is
definitely necessary in order to accomplish any sensible definition
of cohesive service areas.
(iii) Since service areas will likely be functionally
specialized and will overlap considerably, it will be necessary not
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only to look for homogeneous areas but to define the variety of needs
and resources present within any signle area. For example, a section
of South Boston which is for all practical purposes a single homogene-
ous area may have four distinct categories of mental health problems
which should either have separate specialized centers or should re-
ceive specialized treatment in a combined mental health facility serv-
ing all of South Boston. Again, the number of separate categories of
mental health problems is an empirical question which cannot be an-
swered in concrete terms at the present time. However, the question
can be addressed' on the next higher levelof abstraction in terms of
possible methodology through which this and similar questions might
be answered. Consideration of these problems will follow the delini-
ation of possible types of information to be gathered.
Types of Data Required for Planning Mental Health Facilities
As was mentioned above, the adequate planning of mental
health facilities will require a significant expansion in the quan-
tity and scope of data collected about mental health problems, popu-
lation characteristics, and community resources. In general, the
data collection would be concentrated in three broad areas:
1. Demographic data: data describing the outward charac-
teristics of the individuals living in an area and the rate at which
these characteristics are changing over time.
2. Structural data: descriptions and analyses of the re-
lationships among the individuals described in (1), between them and
other people outside the area, and between area residents and
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institutions in and out of the area. This would include, of course,
the relations between area residents and already-existing mental
health programs.
3. Data identifying needs and preferences: survey and
behavioral data describing the articulated and unarticulated needs in
the community, both those needs related to mental health and needs
competing with mental health care.
These broad categories of data, combined with other more ad
hoc data requirements that will be discovered in practice, should be
sufficient to delineate the more important needs for mental health
services, both curative and preventative, to support the planning of
programs to meet these needs, and to monitor the success of the pro-
grams once they are in operation.
In discussing the kinds of data to be gathered to support
planning for mental health it will be necessary to also discuss simul-
taneously the methods by which the data will be gathered: The two are
highly interdependent: the content, the form, and the reliability of
the data collected will be strongly affected by the means used to col-
lect it, further, the availability of a given type of data will be de-
termined by the existence of methods for its procurement and the cost
of these methods in time, money, and other resources. Finally, it
may in many instances prove impossible to discuss data at all without
involving methodology, because data will be defined operationally in
terms of the way in which it is to be ontained: if the medium does
not become the message, it at least places strong constraints on what
information a message can contain.
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A. Demographic Data
Most information of this type can be collected by standard
survey or census-type procedures. While not every household in an
area need be polled, a large enough sample should be used that the
characteristics of rather small areal units can be identified within
a narrow confidence interval, enabling small units to be combined in
many different ways to produce homogeneous larger units while at the
same time keeping careful track of the variation within each subarea.
In order to assess the correlation between factors within households
it will be desirable to assign each household a code number to be re-
tained throughout analysis. (The association of problems and charac-
teristics within household units will largely determine the way in
which services will be combined into service centers. Thus, rather
than attempting to isolate a set of demographic characteristics and
a set of independent mental health problems, the data analysis will
search for syndromes in which a number of demographic characteristics
(e.g., poverty, race, family situation) are associated with a connec-
ted pattern of mental health problems.)
a. Description of the Demographic Status Quo
1. Age distribution:
a. Describe the composition of the area, looking especially for
associations between age and mental health problems.
b. Identify age groups who might play special roles in the mental
health program.
c. Look for unusual concentration of one or more age categories
in an area.
2. Ethnic composition: (race and national origin)
a. Describe the composition of an area.
b. Assess the degree of spatial integration between groups.
c. Identify salient social values, cultural characteristics, be-
havior patterns, and world views.
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3. Degree of urbanization:
a. Look for groups with unusually low experience with an urban
situation, e.g., recent emigrants from the South.
b. Identify groups with cultural patterns hostile to generally-
accepted behavior in urban society, e.g., Hillbillies.
c. Identify groups with unusually low contact with the rest of
the city, e.g., Puerto Ricans in Boston.
4. Fertility and family structure:
a. Identify areas with an unusual concentration of unwed mothers.
b. Locate sectors with unusually-high birth rates.
c. Assess adequacy of child-rearing facilities.
d. Locate unusual concentrations of households with female heads.
5. Type of housing unit and residential environment:
a. Estimate total space and space per person.
b. Assess adequacy of facilities, soundness of structure.
c. Determine amount of light, air.
d. Identify special sanitation problems.
e. Determine amount of crime in neighborhood.
6. Degree of participation in the labor force.
a. Determine percent participating, male and female, by means of
phone survey or canvassing.
b. Compare totals before and after relocation. (Theory: relo-
cation properly conceived will be supportive and will in-
crease an individual's affirmative contact with the world.
Improperly-done relocation may drastically impair participa-
tion in the labor force (because of poorer location of those
relocated relative to jobs and commerce).)
7. Non-family population:
a. Assess degree of dependence on community facilities for sup-
port, especially psychological.
b. Identify character of group.
c. Describe concentration within area.
8. Residential stability:
a. Length of residence in area.
b. Ability to move if desired.
c. Estimate probable length of residence in area in future.
9. Socioeconomic status, educational attainment:
a. Number of years in school of head of household and other fam-
ily members.
b. Male unemployment.
c. Identification of behavioral patterns characteristic of certain
classes.
d. Working conditions and type of job.
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b. Rate of Change in Demographic Characteristics
It is essential to develop a sense of the rate at which a
description of an area taken at a point of time will become obsolete,
of the particular points at which obsolescence is likely to be most
serious, and of the rate and direction of change in each data cate-
gory. We must be able to predict the future in at least a negative
sense: if we cannot tell what will happen, we should be able to say
with some confidence which of our present patterns will not remain
stable for long. Thusly, even if we cannot plan definitely for the
future in designing programs and facilities, we will at least know
what aspects should be left relatively flexible and unstructured and
what variables can be firmly fixed and relied on as unchanging. (Of-
ten in program or facility design it is necessary to have some cen-
tral organizing focus which will be constant over time, but the pre-
cise character of the focus may not be important: the important
thing is that the enterprise take its essential pattern from some-
thing in the environment.) While it is not possible at the present
time to say with certainty how information and predictions of change
would be used in the design of facilities or the formulation of pol-
icy, it seems likely that the definition of service areas themselves
would not be significantly affected. The rationale here is that the
concept of community- and functionally-oriented mental health services
should give the system sufficient flexibility that substantial chan-
ges of program and service area would not be necessary as the demo-
graphic composition of specific neighborhoods changed. The program,
being defined by a community group, would move with the community,
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and when necessary it could change origin from one service center to
another.
It may be expected that the measurement of the rate of
change of various demographic characteristics of area units or com-
munities will prove significantly more difficult than the reporting
of the demographic variables at a single point in time. However,
the problem should not be beyond the reach of established analytical
techniques, e.g., time series, cross-sectional studies, etc.
B. Structural Data
Analysis of the demographic data for an area will yield a
description of the characteristics of its people as individuals or
separate households, but it gives very little indication (except by
inference) of how these people relate to each other, to people out-
side the area, and to the various environmental and institutional
forces impinging on the area. Such "structural" knowledge is vital
for two reasons.
1. We need to give some pattern and substance to the hard
facts provided by demographic analyses. The main point here is that
most demographic characteristics, e.g., being a Negro, or poor, or
relatively uneducated, affect mental health not directly but through
the constraints which they place on a person's relationships with his
social, physical, and economic environment. In psychological therapy
we are trying to alter the character of these relationships or to
find substitutes for them; in preventive mental health we must try to
maintain a set of relationships within certain bounds. There can be
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no substitute for detailed knowledge of these structural relation-
ships, for these are precisely the central concern of mental health.
2. In addition to their importance for undertstanding of
mental health problems, knowledge of structural relationships is es-
sential for the design of effective delivery systems for any kind of
social services: often clients can be reached only through secondary,
informal groups already existing in the community. In this connec-
tion, we can classify public services and organizations into primary
(direct) and secondary (indirect): some services depend so basically
on the quality of human interrelationships that there is no substi-
tute for structuring them around the relationships already existing
in the community, while others, more specialized, require trained
personnel and formal arrangements in order to plan and monitor their
distribution. For the latter relationships and structure can be or
must be defined more or less without reference to existing community
patterns: if an incompatibility exists, it is the community that
must adapt or be adapted to the new order. In the past, mental health
care has been viewed almost entirely as a secondary operation, to be
planned and administered as any other public service by a group of
experts within institutional structures created especially for the
purpose. The theme of this study is that many aspects of mental
heatlh must be taken as primary activities to be planned around and
operated through the community itself, using the resources available
within the community as a primary source of strength and effectiveness.
The continuum of mental health services discussed in previous sections
would extend from the most formal and technical services (e.g., the
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mental hospital) to highly informal, community-based activities rely-
ing entirely on community residents (e.g., groups of elderly people
participating in the activities of a "golden age center" whose pro-
gram has been laid out with the advice of a consulting psychiatrist).
Measurement of structural characteristics would take seve-
ral forms, each oriented to a specific planning function:
1. Identification of relationships giving rise to mental
health problems. Some limited cause-effect analysis will probably be
done with demographic data, but the results will be only associations
or correlations between particular situations or characteristics and
certain kinds of mental health problems. The real identification of
the processes leading to mental health or mental illness will come with
the analysis of the relationships among people and between people
and their environment. Specifying in detail just how a particular
situation produces a given psychological disturbance would be very
difficult and it will probably prove unnecessary. All that will like-
ly be required is establishing the clear association of a given re-
lationship with mental illness: given this, we can take steps to
modify or eliminate that particular relationship.
2. Devising ways of modifying existing relationships and
social patterns. For example, if our investigations showed that ra-
cial prejudice was in many cases directly associated with feelings of
inferiority and self-hate among Negro children, our next step would
be to determine how the prejudice could be reduced or how children
could be made less painfully aware of its existence. Increased reli-
ance on, and tacit or active support of, black-power organizations
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might thus be a reasonable strategy for improving the mental health of
Negro children.
3. Identifying relationships in the community that can be
used as supports or as resources in mental health work. For example,
many working-class men obtain a great deal of satisfaction and badly-
needed human contact through their relationship with their bartender.
Such relationships should be identified, carefully studied, nurtured,
and taken explicitly into account in the planning of mental health
services. Similarly, the generally high regard for the elderly that
exists in certain ethnic groups implies that the elderly constitute an
important manpower source in some situations, one that should be used
to the full because of their very low cost, wide availability, and
close relationship to the community.
The techniques involved in the assessment of such structural
relationships would vary widely but would tend toward the ad hoc and
informal. For example, the discovery of supportive relationships
might require participant observations in the community, and pilot
projects to detect potential resources in the community.
Establishing a network of services for community mental
health would necessitate at least the partial involvement of all ex-
isting social services and, in addition, the creation of a number of
others for which mental health would be the major objective. The
former are most valuable for their contribution in terms of efficiency
in referral procedures, information dissemination to the public, in-
formation about the users of the services and also the creation of a
sound system for evaluation of the performing programs. Such services
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participating in a comprehensive mental health program must include:
(a) The systems of Health, Welfare and Education which has already
been a great influence in giving direction to the new mental health
movement, (b) The various housing agencies, helpful in specific prob-
lems of availability of housing for such clients as ex-mental patients,
and more generally in studies relating housing conditions to mental
pathology and health, (c) The legal system involving the courts and
legal aid offices, (d) The agencies for rehabilitation, especially as
they may cooperate with industry in providing jobs of varying levels
of skill for ex-patients or persons who find themselves unable to
continue at their present jobs because of their mental condition,
(e) The various religious and ethnic groups, (f) Neighborhood Houses
and Community associations.
All the above must be coordinated by an information system
which deals with central data gathering, research, administration,
coordination, review and evaluation of programs. This agency should
also perform the task of assessing the needs for manpower and the
establishment of priorities. Its function will be studied in further
detail at the end of this section.
The latter would be locally developed informal services
which would deal with diagnosis and treatment of minor cases as well
as referral of the more serious ones. Such services should be devel-
oped after the community analysis has been performed leading to recog-
nition of clusters in the studied area. Some recommendations to this
matter will be made in part four.
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C. Behavioral Data
Demographic and structural data provide a static picture of
an area and its people and of the ways that the people are organized
formally or informally for social or practical reasons. Such data,
however, do not provide information on how these people are emotion-
ally related to one another and to their physical environment or to
the organizations that structure the social life in their area. For
example, the fact that there is a local agency seeing to it that high
school dropouts will enter technical training schools, does not mean
that, in fact, the potential users of this service feel that by enter-
ing its programs is an acceptable alternative to continuing regular
school or doing nothing at all. If then, such social agencies are to
be effective, their programs must be developed based on profound knowl-
edge of some essential characteristics of their potential client's
personality.
In reference to the definition for mental health proposed in
part one of this study, such characteristics will describe the quality
of the individual's interaction with his sociophysical environment.
That quality is identified here with the individual's condition in
reference to mental health.
Following the above discussion, cluster formation by behavi-
oral characteristics is the recognition of groups which appear homo-
geneous as to such characteristics.
For such analysis, two types of data may be useful consider-
ing clusters at the urban scale. The first group of data deals with
constructs of personality broken down to the categories of cognitions,
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needs and values. This breakdown is derived from E. Hagen's analysis
of personality as it relates to social stability and social change.15
The points of that analysis most related to issues of mental health
are noted here.
(1) Cognitions: (a) Threatening elements, i.e., the as-
pects of the environment that pose a threat to the individual's
sense of security, including his appraisal of his own neighborhood
as a place to live. (b) The degree to which the individual senses
order and manipulability in his environment, the sense of power that
he has in relation to the decision making processes that shape his
sociophysical environment. (c) The actual recognition of power as
it affects his every day life.
(2) Needs: (a) Manipulative needs, i.e., achievement, auto-
nomy and order as these are related to his personal life and his in-
teractions with other members of his cluster and other clusters.
(b) Passive needs such as dependence and affiliation. These are rela-
ted to the formal or informal organizations within his cluster. Mem-
bership in these organizations assures him of protection and advice
when problems arise. (c) Aggressive needs, those which at one time
or another are directed towards elements of his environment which are
consciously or subconsciously threatening to him.
(3) Values: Manipulative values must be considered as they
relate to the adopted life style of the individual and as they are in-
fluenced by some of his own characteristics such as ethnic, educational
and social background.
The second group of data needed for analysis of this type is
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related to an individual's mode of adaptation, as outlined by Robert
16
Merton. The types of individual adaptation suggested here are con-
formity, innovation, ritualism, retreatism and rebellion. They be-
come meaningful if examined in their relationship to the individual's
views of his position within various social circles such as family,
his peer group, various clusters within which he may be included, his
conceptual community and his world views.
These two sets of data are useful each in its own way. The
first set gathered by means of questionnaires serves in the identifi-
cation of the quality of the individual's interaction with his envir-
onment. The second set can only be compiled by examining such ques-
tionnaires conducted in the same area over a period of time, perhaps
every three or five years and is useful in predicting the possible
effects of actions taken as guided by the first set of data. The use-
fulness of this second body of information lies in that after some
experience is gained as to the effects of specific services it may
serve in their evaluation and the prediction of possible effects of
proposed services.
Behavioral characteristics examined as suggested above and
at as fine a scale as possible (presently available at the census
tract scale for some of these characteristics as shown in the follow-
ing section) reveal clusters, which may be correlated to those clus-
ters resulting from analysis by demographic characteristics. Viewing
these clusters as they are interrelated structurally with the system
of public services and organizations of varying formality would pro-
vide adequately accurate informtion for policy making.
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D. An Outline for Policy Towards a Complete Continuum of
Mental Health Services
In part two of this paper it was suggested that data be
collecte d from all operating services and organizations within a con-
sidered service area. This data should be collected at a fine scale
in order to reveal the existing variations between groups within that
area. Data by census tract are presently available but seem too gene-
ral for this type of analysis. On the other hand, block-by-block data
gathering while sufficiently accurate is costly and more time consum-
ing and it could only be accomplished with the cooperation of all con-
cerned services. Furthermore, data on an individual basis should be
recorded as soon as a person makes use of any of these services.
The data would be used in various ways. The first would be
a delineation of clusters within the service area. The number of
clusters would depend on (a) the scale at which the data is collected,
(b) the purpose of the investigation and (c) the degree of require-
ment of the investigation that is required by its purpose. In effect,
the various purposes for investigation would each reveal different
pictures of the same population in the service area based on the same
data. The purpose of this is to acknowledge the fact that policies
cannot be applied unilaterally over any area. In order that they
bring the desired results efficiently, they must take into account
the local variation in terms of the typology of the "served" popula-
tion, their numbers and values as well as the organizations and exist-
ing services that form a network within which they operate.
This suggests another use of the data, i.e., as a basis to
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analyze. new services and policies, predict their effectiveness and
later evaluate their performance. For example, a service may seem
necessary to the planner as it could be applied to a particular clus-
ter. The information system would help him determine a policy of how
that service should be applied, who does it affect positively or nega-
tively besides the cluster for which it was intended and what would
be the expected reactions of thos affected. While the demographic and
structural data would provide sufficient information on the actual
needs as they are checked against a comprehensive system of services,
the felt needs of the population will provide another dimension to
the picture after which decisions can be made according to an agreed
structure for decision making. The value of an integrated system of
social services is enlarged by the flexibility it provides for a var-
iety of methods of approach and delivery so that eventually a service
may be rendered while the method does not become objectionable to those
who make use of it. These relationships are shown in the diagram be-
low.
DATA INVEST16AION CLUSTERS 'DELIVaE1 DATA
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In relationship to specific mental health services this sys-
tem would provide a basis for evaluation of the adequacy of the presently
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available services as those may be examined along the suggested con-
tinuum. As shown earlier, each public service or organization can
participate to some degree in a comprehensive program for mental
health in a community. The question, therefore, becomes whether suf-
ficient places on the suggested continuum are taken by such partici-
pation. The degree of sufficiency would be determined by the data
gathered showing mental illness pathology in the area as well as the
awareness of the population on the issues of mental health and the
availability of services. This would also serve as an operational
criterion as to whether a given cluster in the service area is ade-
quately served. An examination of the total number of existing ser-
vices and organizations checked against the eleven point scale for a
comprehensive mental health program would show what parts of that
program are covered and what parts are not. That scale would also
show whether a particular service ought to be available locally as
the cluster is concerned or whether it can be shared between clusters.
In turn, the possibilities for sharing should again be examined through
the available data to assure that the sharing clusters would be com-
patible and that the existence of the offered service would be equally
available and accessible to each cluster. Conversely, planning of
services along these lines would also offer an opportunity for the
planner to achieve a higher degree of integration between various
types of clusters by taking calculated steps towards having some or
portions of them share equally what the community has to offer.
For administrative purposes there is a top and bottom limit
to the catchment areas for mental health. This has brought about a
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number of difficulties especially in terms of boundaries. It may be-
come particularly difficult for a family to receive aid if the house
lies within a given area, the father work s in another and the children
attend school in a third. Similarly a problem may arise at a larger
scale while drawing service area boundaries. Such a problem could be
that a planner drawing boundaries between communities may be accused
of breaking up a community. The usefulness of the proposed model in
this respect is in that by continuously redefining the clusters to
be served through an investigation of needs and available services,
there will be no need to draw any fixed boundaries between service
areas.
Adoption of this type of system would require some signifi-
cant change in the planning that has already begun; however, one of the
stated goals of the plan is flexibility and this can be achieved
through a series of steps while a new system is being tested and eval-
uated in gradually enlarging service areas. From the discussion on
structural data and the foregoing proposal of a methodology for
planning mental health services it is evident that one of the first
necessary steps towards such a new system would be the establishment
of a network of interrelated multi purpose service centers or neigh-
borhood houses. These would share information and perhaps, manpower
and would be required to participate in the decision making process
outlined above.
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PART FCUR: TUFTS - NEW ENGLAND MEDICAL CENTER:
Planning towards a comprehensive continuum of mental health services.
In the preceding chapters it was shown that community
mental health can only be achieved by considering the whole individ-
ual in all the environmental situations in which he operates. Also,
that mental health programs cannot be effective by being problem
oriented but that the potential client population can only be served
by resource oriented programs that make the maximum possible use of
non-psychiatric community resources. Such programs offer the double
benefit of relieving the serious problem of manpower shortage as well
as truly keeping the patient in the community. For dealing with the
more clearly serious cases, it is becoming apparent that mental health
service planners must consider ways in which all the related social
services may participate in a variety of mental health programs.
These services, coordinated in a system of sharing information, re-
search efforts, and manpower, may best respond to the needs of the
population as articulated by the population itself and as further
assessed by the professional service planners with the aid of epi-
demiological analysis.
In this section an attempt is made to investigate the
possibilities of planning for community mental health services in a
56
specific area of Boston according to the guidelines that emerge from
the foregoing discussion. The object of this specific study is the
mental health area designated to the Tufts-New England Medical Center,
one of the five such areas into which Boston has been divided accord-
ing to recommendations of the 1965 proposal of the Massachusetts
mental health planning project. The boundaries had to cover an area
of 75 to 200 thousand people, a standard followed nationally. This
area was formed after some bargaining with the neighboring area
headed by Boston University (see appendix D). As a result of this
awkward procedure for area designation, a portion of North Dorchester
was added to the initially outlined area which contained a section
of downtown Boston and South Boston. At first glance it is composed
of the following five discernable parts: 7
1. South Boston: a total community representing all age
groups and including both residential population as well
as population at work.
2. North Dorchester: somewhat similar to South Boston,
but with a somewhat higher percentage of Negro inhabitants.
Relatively separate from South Boston in terms of inter-
action of its population but looking more towards Dorchester
for its community affiliations.
3. Columbia Point: a low rent municipal housing project
with a high proportion of Negro inhabitants. Almost
completely residential in character but with a well-
developed health facility and other social services. It
is by location and accessibility relatively separate from
the rest of the catchment area.
4. South Cove: an area located in the vicinity of the
New England Center Hospital of largely mixed residential
and commercial esta lishments. It is slated in great part
to be remodeled under urabn renewal. In terms of social
interaction it is almost completely separate from the
before mentioned and contains within it the Boston Chinese
community as one of its subparts. It also contains the
highest proportion of unattached individuals (largely
male).
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5. Downtown Business District: this part of the catch-
ment area contains very few people in residence but the
bulk of the Boston retail trade establishments and workers
in the financial district. Boston Common, presenting
special problems, also is part of the catchment area.
In order to identify the character and needs of the area,
a survey was conducted in 1967 investigating three major issues,
(a) The felt needs for mental health in the community - awareness of
mental health problems; (b) Awareness of Mental Health resources;
and (c) Community attitudes. This survey was published in 1968 in
a report containing information provided by 412 respondents (see
appendix B for location). Respondents represent all parts of South
Boston and the portion of North Dorchester in the Tufts-New England
Medical Center area while the downtown and South Cove sections were
not represented. The analysis was studied, however, considering the
area as a whole and thus not allowing for observation of differences
in respdnses between various census tracts in the area. Later in this
section some of the data of that survey are analysed by census tract
in order to bring out such detail if it existed in the answers to
some characteristic questions, as well as to show that such an analysis
conducted at a fine scale is necessary in order to recognize minor
clusters as well as to identify the response to existing mental health
facilities at the local scale.
Following is the analysis of the Tufts-New England Medical
Center mental health service area as described in part three of this
work. It includes a community analysis by studying cluster formation
by demographic characteristics, information obtained on the structural
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characteristics of the area and its resources for mental health pro-
gramsa; and behavioral characteristics chiefly derived from analysis
of the felt need survey by census tract. The last section of this
part will attempt to integrate this information and to outline sug-
gestions for mental health programs and for further research that
seems necessary before more firm conclusions can be drawn.
Clusters have been referred to earlier in this study, in
part one while discussing the concept of community and in part three
in the discussion of methods by which a community is identified.
Data were available only broken down by census tract; a cluster is
here, therefore, defined as a grouping of census tracts which appear
homogeneous with respect to an issue or characteristic or a combination
of them. The definition of a cluster may, but does not always, include
spatial proximity. When the term cluster dichotomy is used it implies
that a cluster whose definition includes proximity has been split by
boundary lines which were determined by factors other than those which
were used to define the cluster. For example, census tracts T2, T3A,
T3B, T4A, T4B, and T5A form a cluster if examined under the character-
istic of ethnicity: they all have predominantly Irish population.
The service area boundary, however, has split the cluster (cluster
dichotomy) by assigning census tracts T3A and T3B to the Boston Univ-
ersity service area. Further examples will be given in the following
section.
a. Cluster formation by demographic characteristics.
Three sources of demographic data were used in this analysis.
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A survey of Metropolitan Boston by F.C. Sweetser, conducted in 1962
for the Massachusetts Department of Mental Health yielded the basic
18information by census tract for the T-NEMC service area. Several
neighboring census tracts were included in the study so as to examine
the possibility of cluster dichotomy that may have resulted from the
established boundaries for service areas. For additional detail, two
other sources were considered: a bulletin issued by the South Boston
19
Neighborhood House, examining the social needs of South Boston and the
part of the felt need survey conducted by the T-NEMC Department of
Community Psychiatry which dealt with demographic characteristics.
Table lon page 64 was constructed on the basis of the first
source. In that table there is identification of all census tracts
in which a given characteristic is in the highest or lowest frequency
range, where the ranges are established relative to the whole city.
Consideration is limited to extreme cases at this stage of analysis
for convenience; this is not meant to imply that clusters may not be
formed in intermediate ranges. Tablela on page64a is taken from the
South Boston Neighborhood House spublication on the area's needs.
Fourteen factors related to general need for services were considered
and graded on a scale from 1 to 5 according to relative favorability,
the lower values assigned to the least favorable conditions. The
factors, which were not adjusted or weighted by relative importance,
were summed to provide an approximate picture of need by census tract
for the area. Following that table are others which also provide
information by census tract derived from the 1967 felt need survey
conducted by the T-NEMC department of Community Psychiatry. These
--------- 6o
* See Appendix B pp.111 to 118.
tables provide data on (a) religious affiliation, (bc) occupational
status of male and female heads of family, (d) source of help for
child care of working mothers, (e) family income, (f) attained educ-
ation, (g) length of stay in neighborhood.
Cluster formation by demographic characteristic can be
recognised by the #redominance of one or more such characteristics
over the examined area. For example, it is possible to combine the
factors of Irish predominance and proximity to a similar ethnic group,
arriving at two distinct clusters (M4, N2, N3, N4, 01, 02, 03) and
(T2, T3A, T3B, T4A, T4B, T5A); however, combining the above with an-
other-factor, e.g. large percentage of women in the labor force, the
clusters become (N2, N3) and (T4A) respectively. Further examination
(factor: young families with children under 6 and working mothers)
makes of the initial clusters (N3, 04) and (T3A, T3B, T4A, T5A), sug-
gesting needs such as day care centers and perhaps economic assistance.
The type of program that would be applicable in this case should be
checked against the past trends of the area. In at least one area
(N2), due to a sharp decline in the fertility ratio, there seems to be
no need for a long range child care facility, so that alternatives be-
come to give a temporary facility to N2 or a permanent one to one of
the neighboring clusters.
Combination of data from all three sources referred to above
provides clusters by factor which are listed below.
1. Age distribution:
Children 6 :13 years: M3, Tl
Children 14 - 17 years: M2, 03, PlB, PlC
Population over 65 years: M4, PlB
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2. Ethnicity:
Over 15% of total population foreign born: M2, M4, 01, P2,
P6, T2, T3B, T5A
Irish predominance: Over 35% of total: M2, N2, N3, N4, 01,
02, 03, PlB, PlC, P2, P6, T2, T3A, T3B
3. Religion:
(-Known for the T-NEMC census tracts of South Boston and
North Dorchester). There is a predominance of Catholics
with a minority of Protestants in all'census tracts.
This minority is somewhat more significant in tracts Ml,
M2, M3, Ni, PlC, Ti, T2, T4A. Other religious groups are
insignificantly represented.
4. Race:
Up to 9% Negro population: Ml, Tl
5. Fertility ratio.(births per 10,900 women of fertile age):
Ratio over 700: M3, 02, P2, Ti
6. Percent of Housing units in sihgle unit structures:
Under 10%: 2, G4, 2, 14, 14M3, Ti, T3A, T3B, T4A, T4B
T5A, T6, T7A, T7B, T8A
7T. Women in Labor Force:
Over 45%: N2, N3, P2, P6, T4A, T7A
S. Young families with workingmothers:
Over 25% of couples: G2, G4, 12, P5, Q4, 16, T7A
9. Urbanization: (Combination of factors 5,6,7,8):
index over 70: G2, G3, G4, Jl, J2, J3, J4
10. Non family population:
Over 30%: G2, G3, G4, Il, 13, Jl, J2, J3, J4, M1
11. Residential stability:
65% or over of population over 5 years of age in same
house over 5 years: G9, G3, G4, Ii, 12,. 13, N4, 03,
PlB, P2, Tl
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The demographic section of the felt need survey shows
clusters of people who hava 1lived in the same neighborhood
for over 10 years: JM1, M2, N1, N2, N3, N4, 01, 03, T1,
T2, T4A, T5A, T5A
Over 5 years: all the above plus tract 02
12. Residential migration:
Over 20% of population over 5 years of age moving into
Boston SMSA in the last 5 years: G2, G3, 04, 12, Ml
13. New Housing Construction:
Over 35% of units built* between 1950 and 1960: Tl
The South Boston Neighborhood House list indicates the
following clusters:
13a. Least number of sound housing units: M1, M2, M4
13b. Highest number of sound housing units: M3, N3, N4,
02, PlB
14. Room crowding:
Over 15% of units with more than 1.1 persons per room:
M3, 02, Tl
15. Income: Over 25% of population:
a. Over $6,000: N2, N3, N4, 01, PlA, T2, T3A, T3B, T4A
T4B, T5A, T5B, T9, T10
b. Under $3,000: M1, M3, 144, 04, PlB, Ql, Q2.
Felt need survey also indicates such predominance in M2,
N1, N4, 01, 02.
16. Male unemployment:
Over 9% of employable males unemployed: G2, G4, Il, 13,
14, PlB, Q1, Q?, Q3
17. Education: (T-NEMC survey):
a. Less than High School: M1, M2, M3, N1, N2, N4, 02, PlA,
PlB, PlC, T4A, T5A
b3. Finished High School: M3, N2, N3, N4, 01, 02, 03, PlB,
Ti, T2, T4B'
18. Social rank in Boston (based 6n income and education):
Lowest: G2, G3, G4, Il, 12, 13, 14, M1, M2, M4, Ni, 04
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b. Structural Characteristics
In part three of this study the significance of the
internal structure of an area for development of mental health pro-
grams was discussed. This structure is provided by the formal and
informal interrelationships between individuals, groups and organ-
izations in that area. Part three also points out the variety of
community based services which can become parts of a com!rehensive
continuum of mental health services.
This.section is devoted to the identification of such
services. In the next section the behavioral characteristics of the
area are examined with the main focus on people's awareness of these
services. This approach attempts to correlate availahility to aware-
ness, as a means of evaluation of existing programs and services,
and in order to suggest programs that should take place in the area.
By gathering the appropriate data it should also be possible to show
whether these resources have been appropriately placed in the area.
Such investigation should, therefore,. examine the location of the
users and their awareness of the availability of these resources versus
their locationx. In terms of services for mental health and ineview
of the stigma attached to them, there is a possibility that potential
clients may not wish to make use of local resources while they may be
prepared to take advantage of programs available elsewhere. This is
one of the advantages of freedom to cross borders of service areas.
The degree to which this phenomenon occurs may be made known by
comparing data on patterns of use versus degrees of awareness of
the various services available.
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Identifidation of the area's resources in terms of the
various local agencies that could participate in mental health programs
is necessary to determine need for additional services and for the ef-
ficient organization of those which are presently available. t
A list of such agencies was constructed (see appendix A)
and was examined as to the parts of a comprehensive continuum: of mental
health services that each agency could caver. Table 2. on page 71
summarizves the above appendixand organizes the resources by census
tract. This taMe, in c6mbination with table 1 showing demographic
characteristics, and with the tables which follow with information
on behavioral characteristics by census tract, will be examined later
in this section.
Some local services and agencies that are presently part-
icipating in the community mental health program were further examined
in the hope of revealing patterns of use, which will later be examined
in terms of awareness.
1.) Little House. This is a settlement house and recreation
center located in North Dorchester :(see appendix D ). In discussioni
with its director the goal of the organi ation was described as:
"doing good for the people in the area". This was further defined
loosely as helping them with their problems and being informal enough
to be app oachable. For the sake, of iiformality the director has
b-en opposed to data gathering and the use of statistical methods to
answer questions of actual need, efficiency or effectiveness. He
believes strongly in the Political methods of gaining support for his
services. His approach may be seen in parallel to that of the director
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of mental health services in Minneapolis, Minnesota, who having inher-
ited a virtually no-fund situation has declared himself opposed bo
planning and believes in "flooding the system", hoping that out of
such a method of operation some good will be done for someone.
(sourcef Dr.'Miles.SZhore, T-NEMC),. This approach seems to be the ext-
reme opposite to that of the clinical method. Its informality may
make it quite valuable for the present goals of community psychiatry.
On the other hand, if it is carried on devoid of any efforts for plan-
ning the result may be inefficiency if not chaos.
At present, Little House is beginning a program for consult-
ation and diagnostic summary. Its present capacity is limited to the
work done by a single psychiatric resident. She spends one morning a
week with an average of six or so neighborhood mothers discussing over
coffee a variety of problems with their children. In an area of over
40,000 people this seems highly inadequate even before relevant per-
formance criteria have been established. The director indicated that
he felt that he could use two more persons for services such as the
above; however, this need could not be shown in any practical terms.
et
Parenthically it may be noted that over 90% of the area
indicated by the director of Little House to be its service area lies
within the boundaries of the Boston University service area. This is
a prime example of how arbitrarily drawn boundaries may theoretically
result in severing an existing facility from the population it has
been serving for years, while its actual use is not influenced by the
boundary.
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2.) Laboure Center. A Roman Catholic agency including a mental health
unit. Outpatient psychiatric and psychological services are available
as well as evaluation followed by referral or treatment, aftercare,
consultation and community planning. Most people using this agency
come from the South Boston area with a very small number of exceptions
who come from North Dorchester or elsewhere, amounting to no more than
1 or 2%.
This is a well organized facility in contact with other re-
lated agencies and organizations such as hospitals, the courts, schools,
clergy, the South Boston Action Center, and the South Boston Neighborhood
house. Contact is also maintained at a less formal level with the
relatives of patients or former patients. The variety of contacts is
reflected by the sources of referrals coming to the agency, which
include all the above mentioned resources.
Over six months in 1967 there were nearly 45 persons who
used facilities in the Center, more than 60% of whom came from the
immediate neighborhood, that is, within a distance of'- to mile.
The inclusion of this agency within the group of mental health serv-
ices for the T-NEMC area will possibly result in an increase in the total
number of users of the services it offers, as well as an increase in
the number of people coming from outside the immediate neighborhood.
The director, Sister Agnes, indicated that "during the first six
months of 1968 we have noticed an increase in the requests for after-
care and consultation. This may be due to the recognition of the
(service) area's responsibility for after care, and the awareness of
the schools and other agencies that our services are available."
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3.) South Boston Neighborhood House. This agency includes a limited
psychiatric service almost identical to that of the Little House. It
seems, however, that its program is much more rigorous than Little
House, in that it includes considerable cooperation with other commun-
ity agencies as well as in that there is a wide variety of community
oriented activities that are generated here. The mental health services
consist of one morming per week meetings in which welfare or children's
problems are discussed; also there is some limited consultation and
meetings with an average of 8 mothers from the immediate neighborhood.
The three services described above exemplify the present
situation in the typical satellite units as they relate to the central
overseeing institution an the one hand and to the public on the other.
As a general rule, the position of these units is not clearly defined
as to their rights and responsibilities while the mental health services
presently offered tend to attract an extremely low percentage of the
possible users of such services.
At the same time there is a question of where informality
ends and organization begins;. such a question seems unjustified
because the one does not necessarily preclude the other. Perhaps the
Laboure Center may serve As an example ewen though being essentially
a clinic it has less of a community center character to it than the other
two centers.
The above analysis includes most of the agencies and services
which are recognized, and therefore tend towards .institutionalization.
There has been no research into the informal social structure of the
area. Undoubtedly, however, some of that structure will be related to
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the above agencias and thus will have some .contact with the more
institutionalized services. This seems to work to the advantage of
the presently planned programs. In the February 1968 progress report
of the T-NEMC Hospitals, it is noted that:
"Evaluation and study of the catchment area had revealed a
degree of reluctance on the part of the population ot utilige
health and welfare facilities, especially if they were organiized
efforts stemming from outside the local community. It there-
fore became part of the philosophy of the Tufts community
mental health effort to work with existing community facil-
ities which had already achieved a measure of trust and acc-
eptance from the population..."
The three agencies examined earlier are part of the program
to which reference has just been made.
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c. Cluster formation by behavioral characteristics
Earlier in this study there was discussion on the signifi-
cance of studying the behavioral characteristics of a population be-
fore planning for specific mental health services for that population.
It was pointed out that the service planners must, in effect, have
information describing how individuals in a certain area relate to
their sociophysical environment. This relationship must be studied
not only in its static form in terms of demographic and structural
characteristics, but also in its dynamic form, that is, by those char-
acteristics that describe the quality of the relationship. Behavioral
data on the cognitions, needs and values would reveal a second order
of clusters that describe this quality. For the purposes of planning
mental health services, such data may suggest answers to questions
such as, why services that are provided are often underused, what to
do about those who need help but do not ask for it, or how to deve-
lpo an evaluation system. As pointed out earlier in this study, the
appropriateness of a service, the standards by which its delivery
should be directed and the determination of its effectiveness are all
issues that may be discussed only in relationship to a specific popu-
lation. Conversely, this population must be effectively consulted in
the planning period and counted on as a resource for the delivery of
each service, especially if it is of informal character. The last sec-
tion of part three dealt with this working relationship.
The data examined in this section was selected from the
questionnaire conducted for the Department of Psychiatry of the Tufts
- New England Medical Center over the respective mental health servi-
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ce area described in the beginning of part four. Several questions
were included related to the respondents' behavioral characteristics
in terms of cognitions, needs and values. Those selected here were
grouped into two general categories. One examines the cognitive as-
pect of the respondents' relationship to their immediate environment,
their neighborhood. The second examines their awareness of issues re-
lated to mental health and to the respective services available local-
ly or within the Boston viscinity.
The service area is composed of at least five discernable
sub communities which, however, are not equally represented in the
survey which was conducted over the South Boston-North Dorchester
portion of the area omitting the Downtown section. Furthermore, the
respondents cannot be thought to represent a random sample from the
service area since, as shown in appendix E, the respondents' locations
seem to be highly concentrated in small groups throughout the area,
favoring some census tracts or sections of them. Nonetheless, the a-
nalysis and presentation of the data in the T-NEMC report tends to
treat the service area as homogeneous and does not point out the ex-
isting variation in the conditions and opinion within the area.
Throughout the present study it has been pointed out that
the planning of mental health services necessitates the examination
of information at the finest possible scale if these services are to
respond to their potential users at a personal level. In order to show
the advantages of analyzing data at a finer scale than the one used
for the analysis in the T-NEMC report, the data referring to behav-
ioral characteristics were analyzed at the census tract scale and com-
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pared for each question to the respective analysis carried out in that
report. The specific distribution of answers to the particular quest-
ions ii shown in appendix B . The answers are coded by census tract and
the figures in each table indicate the number of respondents in each
census tract that answered similarly to the question. Some questions
involved multiple choice answers and others involved free responses.
The proportion of respondents answering a question similarly to the
total number of respondents in each census tract determined whether
the representatives of that tract were in agreement or disagreement with
the particular issue under examination. That proportion was generally
set at eighty per cent, meaning that when more than that percentage of
the respondents within a census tract answered similarly to a question
that indicated strong agreement with that answer. If, however, less
than fifty per cent of the respondents chose that alternative, it was
taken as an indication of consadderable disagreement.
Following A the examination of the data, first with reference
to the respondents' immediate environment and second with reference to
their-wr~awareness of existing mental health services and issues. The col-
lective response is given first and the response by census follows.
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1. This community as a place to live; benefits.
Guided response:
Collective
response:
Response by
census tract:
Close to transportation
Close to church
Close to schools
Close to shopping
Friendly, respectable
neighbors
Good living conditions
Like neighborhood,
clean, quiet
Low rent
Yes: All
Yes: All
Yes: All
Yes: All
97%
96 4
94%
94%
87%
80 o
Yes: All except M2 M4
No : M2, N4
Yes:
No :
Yes:
No :
63%
61%
Good for raising children 55%
M1
T2
M2
M1
M2
Ni N2 N4 01 PlA PlB PlC
T4A T4B T5A
M3 M4 N3 02 03 Tl
N1 N4 01 03 T2
M13 N3 02 T1
Yes: Ml M2 N1 PlB
No : N2 PlA T2 T4B T5A
Yes:
No :
N2
M2 M3 M4 02 03
Proximity to transportation, church, schools and shopping are ameni-
ties common to all census tracts while the conditions for living are
considered unsatisfactory in several tracts. Some of the reasons for
dissatisfaction are given in the following table.
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2. Problems in neighborhood
Free response:
Collective
response:
Response by
census tract:
Drunks, drinking
Behavior of children
No recreational areas
for children
20%
18%
16%
Yes: M2 M3 Ni N4 02 03 PlA Ti
No : M1 M4 01 PlB T2 T4A T4B T5A
Yes: M2 M3 N3 02 PlC Tl T2
No : M1 M4 Ni N2 N4 01 03 PlA
PlB T4A T4B T5A
Yes: M3 PlA T2
No : Ml M2 N1 N2 N3 N4 01 02 03
PlB Tl T4A T4B T5A
Behavior of teenagers 14% No data
Note that the problems of alcoholism and juvenile delinquency which
are held to be the most serious in the service area are concentrated
in several census tracts while they are considered insignificant in
a large number of others. Answers to the following question tend to
further diminish their importance.
3. What do you dislike the most in the neighborhood?
Free response:
Collective
response:
Response by
census tract:
Behavior of children
No recreational areas
for children
Houses/Neighborhood
run down
15%
13%
13%
Yes: M3 02 T5A
No : M4 Ni PlC T4B
Yes: M3 01 03
No : M1 M2 N4 02 PlA T4B
Yes: N3 T5A
No : N4 02 03 PlB PlC
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Behavior of teenagers 8% Yes: M2 N4 02 T4B
No : All others
Juvenile delinquency continues to be mentioned in only one census
tract-02- while the absence of appropriate recreational facilities
for children is still predominant. Tract 02 is the focus of this prob-
lem. Alcoholism is mentioned as the most disliked problem by only 5%
of the total number of respondents.
4. What have you done to solve these problems ?
56% of all respondents have answered "nothing" to this ques-
tion. Of the remaining 447 the most significant groupings as to action
taken are 'the following,analyzed by census tract :
Talk to priest T4A
Talk to policeman, fireman e.t.c. N4 T4B
Talk to landlord M3
Talk to friends T5A
Form neighborhood groups Nl 01 Tl
Self help NI 01 02 Tl
5. Who is running the neighborhood ?
Collective Response by
Free response: response: census tract:
Don't know/No answer 42 o All but tracts Nl PlA
City officials 20fo Yes: N3 01 02 PlA Tl T4A T4B T5A
No : M2 M4 N4 PlB PlC T2
Politicians, ward heelers 12% Yes: N3
No : M4 N4 PlA PlB PlC T4B
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The church
Civic associations 9%
Yes: N1 01
No : Ml M2 M4 PlB PlC T4B
Yes: N1 01 03 PlC
No : M1 M2 M4 PlA T4B T5A
In this category, predominance of opinion by census tract was not es-
tablished on the percentage rules described earlier because of extre-
mely low response. Whenever this was the case,predominance was noted
on the basis of anyapparent concentration of opinion after the num-
ber of respondents answering "don't know/no answer" was subtracted
from the total number of respondents in each census tract.
Following is the second group of questions related to the
respondents' opinions on mental health issues and their awareness of
mental health facilities existing in the area.
6. What are the reasons that people with personal problems
do not seek help outside the family ?
Collective Response by
Guided response response: census tract
Can solve it alone, 60% Yes: 03
time will help. No : All other tracts
Shame, pride, stigma
No confidence in
other people's advice
59% Yes:
No :
Yes:
No :
29%
Do not feel it will help 15%
M3 N1 N2 N3 N4 01 02 PlB
Tl T2 T4A T4B T5A
M2 M4
M3 M4 N1 N3 N4 01 03 PlA T2
M1 M2 02 PlB PlC Tl T4A T4B
T5A
Yes: T1 T4A T4B T5A
No : M1 M2 M3 14 N1 N2 N3 N4 01
02 03 PlA PlB PlC Ti T2 T4A
T4B T5A
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In reference to the first response to this question it may
be noted that while the T-NEMC report shows it to represent 60% of
the respondents, the analysis by census tract shows that all tracts
but one chose other reasons. It may also be noted that the last choice
which only represents 15% of all respondents was mentioned as an im-
portant reason for not seeking help by a concentrated group of tracts.
7. Opinions about psychiatrists
Guided response
They do a lot
of good
Ditto for some,but
not everyone can be
helped
Tey do some good., but
primarily you have to
help yourself
Collective
response:
19%
18%
30%
Response by
census tract:
Yes: M3 N3 01 PlB Tl T2 T4B T5A
No : M4 N1 N4 03 PlA PlC
Yes: N1 N4 02 03
No : N2 N3 01 Ti T2 T4A T4B T5A
Yes:
No :
Ml M2 M3 Nl N2 N3 01 02 03
PlA PlB TI T4A T5A
M4 PlC T2 T4B
8. Where would you go for psychotherapy or psychoanalysis?
Free response:
Do not know
Boston City Hospital
Collective
response:
65%
13%
Boston State Hospital
in Mattapan
Response by
census tract:
Yes: All except M4 03 PlA
No : M4 03 PlA (show awareness)
Known: M3 M4 Ni 01 03 PlA Ti
Unknown: Ml M2 N2 N3 N4 02 PlB
PlC T2 T4A T4B T5A
Known: Mi PlC T2
Unknown: M4 Ni N2 N3 N4 01 02
03 PlA PlB Tl T4A T4B
T5A
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r2%
9%
Known: by none in particular
Known: M3 N1 N2 01 02 PlB
9. Name a mental health clinic in the area
Free response:
Boston City Hospital
and others
Coll ective
response:
18%
Response by
census tract:
BCH Known in M3
Others known in 01 N1
Do not know one 82%
10. Have you heard of Tufts-New England Medical Center ?
All census tracts have predominantly answered positively;
however, one fourth of the respondents from tract 143, one third of
those in tract T4A and one sixth of those in tract T5A have answered
negatively.
11. Have you ever asked anyone where to go for help in
dealing with an emotional or mental problem ?
The answer has been predominantly negative in all census
tracts. Positive answers are concentrated in tracts M3 N2 01 02 PlB
and T4A.
The following three questions are in reference to services
available at the level of the immediate neighborhood, testing the res-
pondents awareness of them, their alternative choices and their satis-
faction with the quality and adequacy of these services.
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New England Medical
Center
Other hospitals
12. If you had a friend with an emotional or mental problem
where would you suggest that he go for help ?
Guided response:
Collective
response:
Response by
census tract:
The Laboure Center (03) 9%
South Boston Neighborhood 3%
House (01)
Tufts Mental Health
Center (Gl)
25%
Yes: M2 03
No : M4 PlC Tl T2 T4A T4B (zero
response from these tracts)
Yes: None significantly
No : zero response from the fol-
lowing tracts: M3 N4 01 03
PlC Tl T4A T4B T5A
Yes: None significantly
No : Zero response from 12 M4 T2
Insignificant response from
tracts Ml M3 N2 N3 N4 01 02
03 PlA PlB PlC Tl T4A T4B '
T5A
Of the one hundred respondents who mentioned Tufts as a
possible source of help only twenty had expressed awareness of it in
answering question #9 above.
13. If you would not suggest any of the above, where else
would you suggest that one go for help ?
Free response:
.Ask doctor
Collective
response:
16%
Response by
census tract:
(Positive only)
Ml N2 N3 01 02 03 PlB Tl T2 T4A
T5A T4B
Other Hospital
Boston City Hospital
Ask priest
Would not suggest any
Massachusetts Mental
Health Center
Do not know / no answer
PlB T4A
M3 T24%
3%
3%
no predominance
no predominance
T4A
M3 PlB Tl T4A T4B T5A27%
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14. How satisfied are you with the treatment a person in
this area would get if he has an emotional or mental
illness ?
Guided response:
Very satisfied
Coll ective
response:
9%
Response by
census tract:
Yes: PlB
No : N2 N3 PlA PlC T4B
Satisfied
Not satisfied
1707
14%
Do not feel it is
important
Do not know 54%
Yes: M3 N2 N3 01 03
No-: Ml M4 N1 PlA PlC T2 T4B
Yes: M3 N3 N4
No : M1 12 M4 03 PlA PlB T4B
Yes: Tl T4A T4B T5A
No : All others
This has been the predominant
answer in all census tracts
except N3.
d. Service needs in the T-NEMC area as suggested by the analy-
sis of the areats demographic, structural and behavioral char-
acteristics.
In this section we will examine a tentative application of the
procedure outlined in part three to be followed for the determination of
the service needs of an area. The present analysis of the behavioral
characteristics has not included the examination of the value system in
the neighborhood, so the examples presentid hee wil be taken from a re-
latively more pragmatic realm. From the T-NEMC report on the respective
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service area it follows that two problems are most felt in the area, those
of alcoholism and juvenile delinquency. We shall discuss these two pro-
blems as they relate to the area's demographic, structural and behavioral
characteristics in order to determine what types of services may be appro-
priate with respect to them.
(1) juvenile delinquency --- From questions 2 and 3 of the set
examined above the behavior of children and specifically teenagers, is
mentioned most often as a problem in tracts M2, M3, N3, N4, 02,P1C,T1,T2,
T4B, and T5&. It seems, however, as though the problem is not similar in
all the above tracts. The data show a concentration of concern in census
tract 02 which becomes diminished in tracts M2 and M3 while in all others
the problem is mentioned only in one instance. Further consideration of
tracts 02, M1 and M2 shows -- question 3 -- that in all three there seems
to exist no problem of lack of recreational facilities for children, the
typical answer to problems concerning the behavior of children. Closer
analysis of the data from question 4 would reveal whether and how the res-
pondents have acted towards resolving this problem. The present data
shows that only in tract 02 there has been some action (self-help), how-
ever, this does not indicate what the content of the action was or whether
it applied to this problem. The other two tracts show total inaction
towards any problem whatsoever. Question 5 reflecting the respondent's
understanding of the neighborhood power structure shows that in tract 02
it is believed that the city officials fun the area while in tracts M1
and 142 there still is no significant concentration of opinion. Perhaps,
this is an indication of reliance on self-help in tract 02 and no action
in Mi and M2 in reference to the possible sources of help to face the
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problem. Further on, from question 6 it is evident that the respondents
from tract (2 blame the attached stigma and the feelings of pride and
shame as the reasons that "people use" for not asking for outside help
for emotional and mental problems. Tracts M1 and M2 first appear along
with 02 in question 7 when they all mention self-help as the best method
for dealing with such issues.
Referring to the table of demographic characteristics on page
we find the following conditions: (a) Tract M1 is one of the two tracts
where negroes are relatively a high percentage of the population, there
is a high percentage of non-family persons, there is a high emigration
factor, a high index of dilapidation in housing, poverty and low social
rank. (b) in tract M2 there is a high percentage of teenagers, a lot of
foreign born persons and similar socioeconomic characteristics as in M1.
In tract 02 we find a high percentage of Irish, a high fertility ratio,
old prewar housing and room crowding. The rates of change for all three
tracts do not tend to change the picture shown above.
The table of structural characteristics on page shows that
none of the above census tracts contains any services for children care
or recreation-- the last being in contradiction with the given answers in
the questionnere relating to need for recreational facilities. What then
should be the approach of the service planners to the juvenile delinquency
problem in the area? From the foregoing discussion it follows that the
problm is deeper and more complicated than it appears when a number of
respondents express the feeling that there is a problem with children's
behavior in the area. From question 1 on behavioral characteristics the
respondents from all three census tracts deny that their neighborhood is
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good for raising children. Some reasons may be found by considering the
demographic characteristics mentioned above. The findings so far indi-
cate two approaches towards facing the problem. The long run approach
would be further examination of parental attitudes in the above three cen-
sus tracts. This would further clarify whether, in fact, the problem
actually lies with the children or with the parent's attitudes and would
determine possible methods of approach on an informal basis. The second
approach would involve a short run, pilot project attempt towards meeting
the problem at its root. This would involve actual informal contact with
the children and teenagers of the area, meeting them on their terms and
establishing some communication at that level. This may result in the
identification of the real problems and possible methods for solving them,
as well as the identification of some of the members within that group
that would need more intensive, psychological care. A program like this
need not demand a great number of experienced psychiatrically trained
personnel; it is conceivable that young volunteers could be used for est-
ablishing the contacts and investigating the situation. In the meantime,
programs regarding a long run approach should be underway in order to
remedy the situation at a more comprehensive level. All the above men-
tioned programs could be conducted from the existing neighborhood center
in South Boston although its relative non-proximity to the problem area
and the appropriateness of its character as a help giving agency should
be the determinan-as of which parts of these programs are to be carried
out in the area~and which within that particular facility.
(2) alcoholism -- A similar method of investigation may be
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rfollowed for, the problem of alcoholism. While this problem is men-
tioned in six census tracts of South Boston and two of North Dorches-
ter, it does not appear in any way as being the most disliked prob-
lem in the area. Its tangential relationship to mental health,however,
has so far concerned the appropriate service planners very little, to
the point that reaching the potential client of services related to
this problem may have to involve the creation of some very basic ser-
vices. These would be programs of identification of the major ways in
which the problem is felt, recognition of types of alcoholics and of
other characteristics that concur and eventual identification of the
resources available within the area which may be instrumental in aiding
those who seem most affected to regain control of their habits. Such
resources may be found in places as different in character as the lo-
cal bar or the police station. Other organizations that may be invol-
ved here are Alcoholics Anonymous and the welfare agencies; their res-
pective tasks would be defined by the typology which must be the out-
come of the initial investigation.
Regardless of the nature of the problem with which we may
be concerned, the procedure for its investigation and treatment may
almost always follow the steps taken above: Identification of the ma-
jor areas of concern (initial clustering) is followed by an examina-
tion of the possibility that other characteristics ray be involved,
thusly pointing out additional factors related to the problem. This
second clustering defines the area of general concern within which the
general problem is contained and simultaneously defines the available
community resources that may be tapped in order to face the problem.
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This process always involves three major factors that in-
terrelate in any system of service delivery- (a) epidemiology, (b)pat-
trens of use of existing services and (c) awareness of these existing
facilities.. In the following pages there are two tables showing the
last two factors as they relate to services available in the T-NEMC
area which are most directly related to mental health. The detail of
this group of data does not allow for precise speculation, it is indi-
cative, however, of the fact that patterns of awareness and patterns
of use of services are not necessarily concomitant. While the positi-
on of community psychiatry as developed in the last few years stres-
ses the value of working at an informal level, within the community
itself, the major institutions are still -perhaps unavoidably- the
most well known. This would have not been a critical observation if
some of the more decentralized services were equally well known. But
this would mean that real community involvement in the issue of men-
tal health had been long under way. The patterns of use would then
offer us a meaningful way for arriving at standards that should con-
trol the environmental characteristics of the various settings within
which mental health services and other related activities take place.
In effect, this type of analysis would show quite clearly
how various individuals form clusters of opinion about certain prob-
lems related to mental health, how their values and aspirations that
are made known by studying their behavioral characteristics shape
that opinion. Eventually, with such knowledge it may become possible
to achieve community involvement on a more sound basis than initially,
and to take advantage of all existing community resources.
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T-NEMC Health Unit
T-NEMC Hospitals
Center Club
*Gl a
*G2 a
*G3 a
*G4 a
*M1
Gl*
G2*
G3*
G4*
Ml*
M2*
M3*
M4*
Nl*
N2*
N3*
N4*
S.B.N.H. 01*
02*
Laboure Center 03*'-
04*
Columbia Pt. Unit
Little House
*M3
*02
03
*04
P1A*
PIB*
PlC*
Tl*
T2*
T4A*
tq4B*
T5A*
a
PlA
*PlB
?PlC
*Tl
*T2
*T4A
*T4B
*T5A
TABLE 3. AWARENESS OF EXISTING MENTAL HEALTH FACILITIES
This Table is based on data derived from Appendix A showing
mental health facilities presently in operation in the T-NEMC service
area (left column) and ApgendixzB.pp. 124125,126127 and 128.
a Denotes that there were no respondents from this census tract in the
felt need survey from which data for this column were derived.
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r
T-NEMC Hea
T-NEMC Hos
Center Clu
Labour
Lth Unit Gl* all except 04 *G1
pitals G2* *G2
b\G3* *G3
G4* *G4
Ml* *Ml
M2* *M2
M3* M3
M4* *M4
Nl* *N1
N2* *N2
N43* *N
14* 7--$ *N4
all wit.AS.B.N.H. 01* an 
_ *01
O2* ' 02
e Center 03 
--- *03
04* *04 a
PlA* *PlA
PlB* 
- 4PiB
Plc* *Plc
Columbia Pt. Unit Tl* exclusively
Columbia Pt. K*Tl
Little House T2* mostlyoutside *T2
T4A* A~ service area N-*T4A
T4B*
T5A*
*T4B
*T5A
TABLE 4. PATTERNS OF USE OF EXISTING MENTAL HEALTH FACILITIES
This Table is based on data derived from Appendix A, showing
mental health facilities presently in operation in the T-NEMC service
area (left column) and information provided by those responsible for
the delivery of the respective services.
a Denotes that there were no respondents from this census tract in the
felt need survey from which data for this column were derived.
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PART FIVE. CENTER CLUB; A LINK IN THE CONTINUUM
OF MENTAL HEALTH SERVICES.
This section of the study focuses on a social rehabilita-
tion club for ex mental patients, the Center Club of Boston. In part
four there was an outline of considerations applicable to the process
of planning community facilities and services for mental health. Two
major areas of concern were indicated, the social and the physical
characteristics of the environment that are potentially influential on
the mental health of an individual. This influence is made manifest
through the respective characteristics of the settings within which
the individual operates. In the beginning of this work it was suggested
that mental health depends on the interaction of the individual with
the sociophysical characteristics of his environment. It was also
stated that some of these characteristics are manipulable and, there-
fore, some qualities of the environment that make it conducive to mental
health may be deliberately improved.
Throughout the analysis in part three there was repeated
mention of the ground rule that the above qualities of the environment,
which are often called therapeutic, are not always the same but vary
from one situation or setting to another. Establishment of criteria
for the optimum performance of these settings may, therefore, only be
the product of analysis for that setting alone. Theoretically this
is true, however, practice shows how planning and establishment of
performance criteria for such settings has become a matter of bargain-
ing for scarce resources such as space, funds and personnel. In earlier
parts of this study we have examined how this scarcity coupled with
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other misfortunes such as the attitudes of the public towards the
mentally ill and the exploitation of the mental health issue for
secondary reasons has resulted in the near absence of any performance
standards for facilities other than the most formal. Now that the
movement towards community mental health has shown serious intentions,
the establishment of such standards seems mandatory.
Center Club was the focus of long participatory observation
which led to some of the points to be developed here. We shall first
examine the role of such a setting in relationship to a comprehensive
continuum of mental health services. Then we shall investigate its
social and physical structure and describe the membership and its
participation in the available activities. Some guidelines for the
use of such a club may emerge; however, the major objective at this
stage of analysis is as it has been for the foregoing portion of this
study. We are not attempting to establish standards per se but to
establish a methodology by which to arrive at performance standards.
a. The social-therapeutic club within a continuum of
comprehensive mental health services.
Earlier in this work it was mentioned that one of the major
goals of the new movement in psychiatry which led to the concept of
community psychiatry was to bring the patient back into the commun-
ity and ask the community itself to assume some of the responsibilities
for his treatment. We have seen how various forms of resistance have
developed against that concept. Of necessity, however, some progress
has been made and it may be greatly attributed to mental patients
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themselves. One common characteristic of several social therapeutic
clubs has been that they have been instituted by ex-mental patients
who found that the return to the community was easier said than done.
By joining efforts they managed to create their own living room with-
in generally hostile surroundings. Center Club belongs to the above
category.
As its Director has pointed out, there is a wide variety of
clubs if seen in terms of the amount of time that they are accessible,
theiraffliation or the amount of institutionalization within them.
Despite these differences they are all based on the same
principle of "the therapeutic community." Dr. S. Grob, director of
the center club,considers the following elements to be essential in
20
the life style of such a club:
"(a) Community based, (b) non institutional, (c) intrinsi-
cally social, (d) democratic emphasis (e) preference
for horizontal orderings of staff and volunteer roles
(f) Group activity +,he principal value of rehabilita-
tion. We view the club as a voluntary community
rehabilitation center for seriously handicapped ex-
mental patients who are offered opportunities to
plan and carry out, with staff guidance and volunteer
help, a varied program of social, recreational, educa-
tional, cultural and vocational activities. The primary
role is to create a social and cultural environment
which will help to motivate and activate discharged
mental patients to return to normal community life and
useful employment. The focus of staff attention is on
the utilization of all club activity for reality orienta-
tion and ego strengthening. "
In private discussion with a number of members of the Club,
their reasons for valuing it were less articulate but quite pointed:
The Club provides the social life that the community at large does
not. It is the only way to stay out of the hospital.
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The disparity between the ideal comprehensive continuum
of mental health services and the cold reality is obvious in the
above typical answer to the question "What does the Club mean to
you, how necessary is it?"
Critics of clubs of this kind have pointed out that for a
lot of ex-patients such a club is a bridge to society that never gets
crossed and that its protective characteristics tend to keep the ex-
patient attached to it. The truth still remains that since society
does not exhibit such protective attitudes toward the ex patient,
his most likely, while most discouraging choice would be the way
back to the mental hospital in the absence of such facilities for
rehabilitation.
b.. Center Club as a sociophysical setting.
In order to determine the environmental characteristics of
the club, a questionnaire was conducted between several members. It
was attempted to relate the member's self conceptions to the degree
and quality of his participation to activities offered at the club
and to evaluate this interaction versus whatever interaction the
member had with the environment outside the club, also taking into
consideration the physical and psychological accessibility to the club.
Simultaneously a wider study was carried out examining the
relationship of the distance that any member had to travel to get to
the club versus the frequency of attendance and participation in the
offered activities.
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The first study, involving a sample of fifteen members,
had the following parts:
(1) Self conception. This part of the questionnaire had
two sections; one trying to determine how each member ranked himself
in terms of (a) Competence, (b) Self Determination, (c) Unity and
(d) Moral Worth. The following table shows how the members of Center
Club compare with a selected group from the Age Center of New England,
adults of over 50 years of age.
Center Club Age Center
range median range median
Competence 8-36 23.21 6-40 30.00
Self Determination 10-34 24.28 12-40 31.00
Unity 14-36 24.35 14-40 30.00
Moral Worth 12-40 26.25 6-40 37.43
The second section was to aid in placing the member, accord-
ing to his own conception, in a system of coordinates defining power
(dependent-independent) and effect (friendly-unfriendly). This helped
in classifying the member within a system of analysis of personality
interactions as developed by Timothy Leary in Interpersonal Diagnosis
21
of Personality. Following is a table showing the variance in person-
ality types that seem most frequent in a variety of settings where
mental health services are being conducted. The numbers indicate the
rank of occurence of the three highest percentages in each setting.
For example, in the case of patients in Group Psychotherapy, the
highest percentage of patients fall within the personality category FG
(Rebellious-Distrustful), the second highest percentage within category
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NO (Responsible-Hypernormal) and the third in category H1 (Self
Effacing-Masochistic). For Center Club the respective categories
are NO (Responsible-Hypernormal), JK (Docile-Dependent), and LM
(Cooperative-Overconventional).
J f
u) u
-------------- ---------------- ------------------------------
AP BC DE FG HI JK LM NO
Psychiatric Clinic Admissions 3 1 2 2
--- ----- -- ----- ------ - -------------------
University Psychiatric Clinic 3 2 1
-------------------- - ------------------- 
--
Group Psychotherapy Patients 1 3 2
- - -------------------------------------------- 
-
Individual Psychotherapy Patients 1 2 2 3
-- - -------------------------------------- 
- ------------
Hospitalized Psychotic Patients 2 1 3
-------------------------------------------------
CENTER CLUB MEMBERS 3 2 1
----------------------------------------------
TABLE 5. SELF CONCEPTIONS
(2) Physical and Psychological Accessibility to the Club.
The physical position of the club in the Boston area pre-
sents some interesting characteristics in terms of physical and
psychological accessibility. Situated in the third floor of the
Boylston Street Y. M. C. Union, the Club is within a one-half block
distance of the Boston Common and of the Washington Street area,
often referred to as the "combat zone." In terms of physical acces-
sibility the club is in a desirable location, just outside the MBTA
Boylston Street Station, used by a fair amount of the members.
In terms of psychological accessibility the picture is
95
M ITLibraries
Document Services
Room 14-0551
77 Massachusetts Avenue
Cambridge, MA 02139
Ph: 617.253.2800
Email: docs@mit.edu
http:/Ilibraries.mit.edu/docs
DISCLAIM ER
Page has been ommitted due to a pagination error
by the author.
( page 96 )
different since some members show negative feelings about the
proximity to the Washington Street area. One member reported that
she knew of cases who would not use the facilities of the Club
because they would have to cross Washington Street in order to
get there. One member called the area depressing, others had
similar adjectives. Other responses' varied from suggestions that
the Club be moved to a residential neighborhood and become smaller,
to expressions of liking the exposure to the variety that the
surrounding area presents. Nonetheless, no respondent felt that the
quality of the neighborhood was at all detrimental to the amount
of use of the Club by the members. A future study relating these
responses to the quality of the environment near the respondents'
residence would suggest the importance of this parameter which was
not examined in the present questionnaire.
(3) Participation in Activities
This factor is analyzed in terms of the whole membership
in the second study. Deriving meaningful information about all
activities from a limited sample of questionnaires would be mis-
leading, so the focus of the study was on Open End, one of the
most well attended activities in the Club. Open End is a group
session where members discuss each others' problems and ideas
under the supervision of one member of the staff, usually the Directar.
Participant observation of that activity led to some
conclusions relating the use of the room where the activity was
carried out to the personality characteristics of some members.
The device used here was the identification of the position of all
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members around the room in relationship to the shape of the room and
the position of the director and the mediator who is a member newly
appointed in each meeting. It appears that the typical pattern is
one that occurs when the members who are usually most vocal sit at
positions from where they can have eye contact with the two leaders
of the group. In several cases one such member will not talk until
a seat offering him that contact will be vacated. Conversely several
less vocal members occupy the corners of the room and usually listen
during the whole one and a half hour conversation without leaving
the room.
The following table shows some tentative relationships
between personality characteristics and participation in this parti-
cular activity of some of the members who responded to the question-
naire mentioned above.
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Participation
in Open End
Member Group High Med. Low None
Favorite Activities
Within the Club or/Outside
1 LM
2
3
JK
LM
4 HI
5 Incomplete
6 FG
7 NO
8 JK
9
10
11
NO
NO
NO
12 NO
13 NO
14 LM
x
x
x
x
x
x
x
x
x
x
Writing - Ping-Pong - Dinner/
Yes, not specified
Lounge - Open End / None specific
Open End - Current Events / Coffee
Houses
x Sports - Lunch Preparation / None
x Lounge
x Current Events - Lounge / To bed ('.)
Work activities, Dance Class,
Theatre / Church
Work activities, Lounge / Going
around in the city
Open End, Lounge / Folk dancing &
Chorales
Open End, Lounge / Lectures
Theatre Arts, Open End / Civil Air
Patrol, Movies, auto racing
Open End, Meals, Sports, Dances /
Lectures, Church socials
Community trips / YMCA Outing Club,
coffee houses
x Sports, Lounge / None
Members noted by ( ) have been very dominant and vocal in their participa-
tion in this activity.
TABLE 6. PARTICIPATION IN OPEN END AND PERSONALITY CHARACTERISTICS
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Further detail describing this situation is beyond the
scope of this study; however, this much was noted as a suggestion of
a methodology for analyzing the environment in its social and physical
aspects as they relate to the type of uses that it may support or
constrain. Also this may be applied in the reverse; that is, having
knowledge of the personality characteristics of a client group, design
of the environment in respect to these characteristics could follow.
This would necessitate criteria that have not yet been developed
either at the small scale of a single setting such as the Center Club
or at a larger scale such as that of a small identifiable neighbor-
hood. The situational analysis carried out at Center Club has resulted
at some suggestions of how the spaces within it might be arranged so
that they may facilitate better interaction of all members in the
various activities. Similar analysis must be carried out at larger
scales in order to investigate the factors that influence interaction
at those levels.
The second study carried out at Center Club related the
origin and frequency of attention of each member to his participation
in activities. The major difficulty here is the determination of the
individual member's need for participation in club activities versus
his actual frequency of attendance. In examining the following informa-
tion the assumption will be made that the need of an ex-patient for
participation in the activities offered at Center Club is fairly
constant among members and the actual participation is proportional
to the distance that one would have to travel in order to get to the
Club.
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The activities that take place in Center Club may be grouped
in six general categories: (1) social-unstructured (coffee, lunch,
dinner, Lounge). Such activities are the most basic in that they
have been the raison d'etre of this and other social-rehabilitational
clubs. Their main purpose is to provide ex patients with the living
room atmosphere that they have been unable to find elsewhere.
(2) Social-structured (current events, Open End, Center Club council).
These are activities which provide the members with the opportunity
to increase their ability to deal with the higher degree of formality
that group discussions impose on the individual. Open end has the
most obvious therapeutic qualities while the other activities in this
group have similar qualities which are directed in other areas.
(3) Social-structured or unstructured outside the club (Community
trips, outings & excursions, social events). In this group are activities
that tend to open the way to the rest of the urban environment and
the activities that take place within it which are directed by people
other than those connected with Center Club. Participation in such
activities through the club makes them more accessible to the members
socially, economically, and psychologically. (4) Special classes
(Dance, creative writing, theatre arts, art, sewing). These are
directed towards bringing out whatever interest and talent are hidden
in the membership and providing settings for its exhibition and culti-
vation. (5) Work activities (work activities, employment counselling).
Center Club has at various times been able to secure sub contracts
which provide work at which each member may apply himself according
to his own ability. Job counselling is part of this program which aims
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at training members for work situations. (6) Sports and other
recreation, primarily on Saturdays.
Following is a table examining the frequency of attendance
by members in each activity category. Attendance has been graded
as follows: (1) almost once a day, (2) once or twice a week,
(3) once every two weeks, (4) hardly ever. Sat
Social Social Social Special Spo
Activities unstructured Structured outside Classes 
Work rec
1 2 3 4 5
Attendance
1
2
3
4
61
51
43
21
35
13
18
6
35
14
6
5
26
14
9
5
40
6
11
4
urday
rts & other
reation
6
17
8
4
1
The table shows several trends in the use of the club such as its main
value as an informal gathering place for most members, especially those
whose attendance is very low. There is evidence of its equally signifi-
cant contribution as a social bridge (note that almost as many members
use the club as a departure point for participation in structured activi-
ties outside the club as those who participate in structured activities
inside the club). It must also be noted that work activities are open
to all regardless of attendance.
The following table shows the element of attendance as com-
pared to place of origin of the members. All members coming from with-
in mental health region 6--see AppendixC for area of coverage--were
included within group A and all coming from outside that region formed
group B'.
1o2
Frequency of attendance 1 2 3 4
Origin
A (149) 55 40 38 16
B ( 67) 20 20 19 8
It is noticeable that there is a decline in the number of
members of group A as the frequency considered diminishes, while there
is a more even distribution of members of group B over the three first
attendance categories and a sharp decline in the fourth. It is diffi-
cult to interpret this phenomenon especially in view of the fact that
groups A and B are arly partially connected with distance from the
Club. Most of the members in group B come from CambridIge which is
much closer to the club than some of the areas included in group A.
Assuming, however that there is a distance factor involved so that
one may consider the average distance of all members in group A from
Center Club to be shorter than the respective distance of members
in group B. There seems to be an indication that the first assump-
tion in respect to need must be adjusted. The second table implies
that at least some of the members in group B have a higher need for
participation in activities at the Center Club and that such activi-
ties are not offered elsewhere--one of the members comes to the Club
twice a month from as far as Hancock, N. H.
The study at the Center Club may only be considered as a
beginning. One of the greatest difficulties is that its informality
hardly affords to be interrupted by continuing research. It is imr-
portant, however that it continue. There is a vast body of knowledge
to be learned in such a setting and it seems that as early as this
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point is, some of its sociophysical characteristics are beginning to
show directions, both for furtherwork and for early improvements.
On the social aspect there is room for more contacts with
outside agencies and organizations, but at least in some portion of
these contacts the character of the relationship has to vary in order
to accommodate the variety of personalities and problems that the mem-
bers face. Perhaps the most meaningful contact, the one with the real
community will be the last a fact that is due to a large extent in
some mutual distrust on both sides. There still exists a possibility
that by manipulating the physical environment in new, creative ways
will open the door to a new type of interaction between people who
have mental problems and admit it and those who do not. Some of this
work could begin within the Club itself in the form of creating spaces
that would be useful for activities beyond those covered by the Club.
On the other hand, it seems imperative that it becomes no larger in
its membership so that members will have an opportunity to take ad-
vantage of all the activities offered there that are of interest to
them. But this growth can only be stopped by inaugurating a new one,
or several, perhaps one in each mental health service area should be
a reasonable tentative standard. Future intensive study may determine
such environmental charatteristics in more detail.
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APPENDIX A
TUFTS-NEW ENGLAND MENTAL HEALTH
CATCHMENT AREA: FACILITIES,,
SERVICES & ORGANIZATIONS POTEN-
TIALLY RELATED TO A MENTAL HEALTH
PLAN
I. National Foundations and Agencies
Arthritis & Rheumatism Found., Inc. (research)
Boston YMCA
Boston YMC Union (social services)
Veterans Chapters & Services
Epilepsy Information Center, Inc.
Boys and Girl Scouts
National Council of Jewish Women
National Found. March of Dimes
National Jewish Welfare Board
United Cerebral Palsy of Greater Boston, Inc.
U.S.O.
II. State Agencies and Organizations
X
X x
X
*
X
X
X
X
X
X.
X
X X
*X X X
* X
* Council for the Aging
* Department of Correction
Department of Education-Immigration
* Department of Labor and Industries
Department of Public Health
* Department of Public Welfare
* Mass. Rehabilitation Commission
III. City Agencies
# Aid to Dependent Children
#* City of Boston, Board of Public Welfare
* Housing Authority
# Industrial School for Crippled Children
* Municipal Court of the S. Boston
* South Boston Court House
* Welfare office
X X X X X X
X X X X X X
*X
X
X
X X X
IV. Roman Catholic Agencies
* Archdiocesan Institute of Industrial Relations
* Archdiocesan News Bureau
# Behavior Abnormalities (anomaly clinic)
# Boston Juvenile Court - Chaplain
# Catholic Charitable Bureau of Boston, Inc.
* The Catholic Guild for all the Blind
Catholic Information Center
* Coordinating Members (Planning)
# Not in Catchment Area
* Denotes presently available service
X Denotes possible service related to mental health
X
X
* X
X
X
X
X
X X X
X
* XX
X
X X
X
X
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X
X
X
X
X
X
X
XX
X
X
X
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X X
* X
*
X X X
X X X
XR XR X
*X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
1 2 3 4 5 6 7 8 9 10 11
Catholic Servicemen's Bureau
Catholic Youth Adjustment Counselors
Catholic Youth Organization
Cushing Hall
Emmanuel House - R.C. Community Center
Family Counseling - Guidance Centers, Inc.
Dorchester Municipal Court - Chaplain
Foreign Students Hospitality
Immaculate Heart of Mary Convent
St. Catherine Laborne Center
Labouryfe Center
Madonna Hall for Girls
# Rescue, Inc. - Boston Fire Headquarters
# St. Mary's Home for Unwed Expectant Mothers
South Boston Municipal Court - R.C. Chaplain
* Veteran Administration Hospital Service
V. Jewish Agencies and Organizations
* Associated Jewish Community Centers
* Combined Jewish Philanthropies of Gr. Boston
Jewish Big Brother Assoc. of Boston
Jewish Vocational Ser. Inc./Work Adj. Center
Refugee Service of National Council of J. Women
VI. Specialized Agencies and Organizations
X
** X
-X
X
*
X
X
X
-X K
***
X
*K X
X
X
X
*
X
X
X
X
*
X X
X X X
X X
X
X
X
X X X
X
X
X
X
X
X
* X X
X *X X
X
X
X
X
X
X X
X
X X K XX X
** X
X X X X X X
A. Alcoholism
#* Alcoholics Anonymous
#* Gr. Boston Committee on Alcoholism, Inc.
B. Armed Services and Veterans
* Allied Veterans of South Boston
Red Shield Club for the Armed Services
C. Child Care
Child Care Center
Columbia Point Day Nursery
* Salvation Army Child Care Center
*
* *
X
X X X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
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D. Citizens' Groups 1 2 3 4 5 6 7 8 9 10 11
Bay State Senior Citizens
Lithuanian Club of So. Boston X
Old Harbor Village Assoc. X
* South Boston Action Council X
South Boston Businessman's Assoc. X X
South Boston Citizens Assoc. X
South Boston Residents X
E. Legal Aid
Boston Legal Aid Society X X X X
Lawyers Reference Service X X
# Mass. Defenders Committee X X X
F. Neighborhood Houses
Dorchester House, Inc. X X XX X
Drop-in Center X X XX X
The Little House X X XX X
Olivia James House, Inc. (2) X X XX X
South Boston Neighborhood House XX X X X X
Frances E. Willard Settlement X X XX X
G. Recreation
South Boston Social & Athletic Club X X X X X
H. Rehabilitation
Center Club x * X X- K
Community Workshops, Inc. -** XX* X X
Morgan Memorial, Inc. ** Xk X X
# Opportunities Industrialization Center, Inc. ** X _R X X
Vocational Adjustment Center * * X*-X-X X
I. Visiting Nurse Association
Visiting Nurse Association *- X XX X X
J. Youth Organizations
Big Sister Association X X X X X
Boys' Clubs of Boston X X XX X
Citizenship Training * X X X *
Girls' Clubs of Boston X X XX X
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K. Miscellaneous
Burnap Free Home for Aged Women
Lend a Hand Society
Lifeline Reassurance Service
Union Rescue Mission - Boston Indus. Home, Inc.
1 2 3 4 5 6 7 8 9 10 11
x
x
x x
x
x
x
x
x
x
x
x
x
x
x
x
VII. Churches
VIII. Social Clubs
x x x x
x x x x
IX. Hospitals
# Boston City Hospitals
# Boston City Hospital - Guidance Center
Boston Dispensary Clinics
# Massachusetts General Hospital
Tufts-New England Medical Center
Dispensary & Rehab. Institute
South Boston Health Unit
X. Schools with Special Classes
x
x
x x x x x
Special Schools x -K x x x
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x
x
x x
x
x
x
x
x
x
x
x x
x x x x
x
x
x
APPENDIX B
1 Male 1 White
2 Female 2 Negro
3 3 Other
4 4
5 5
6 6
7 7
8 8
9 9
0 0
x x
y y
--- ------------------------ 
------------------------------------
1 2 1 2 3
Ml (10) 5 5 SEX 10 RACE
M2 (10) 2 8 10
M3 (40) 6 34 37 2 i
M4 (5) 5 0 8
NI (17) 5 12 17
N2 (14) 7 7 14
N3 (18) 3 15 18
N4 (19) 3 16 19
01 (45) 14 31 45
02 (29) 3 26 28 1
03 (17) 7 10 17
PlA(8) 2 6 8
PlB(26) 6 20 26
P1C(9) 4 5 9
Tl (33) 8 25 33
T2 (19) 6 13 19
T4A(30) 7 23 30
T4B(22) 2 20 22
T5A(31) 8 23 31
111
1 Catholic
2 Protestant
3 Jewish
4 Other
5
6
7
8
9
0
x
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 8 2 RELIGIOUS
AFFILIATION
M2 (10) 8 2
M3 (40) 35 5
M4 (5) 5
Ni (17) 10 6 1
N2 (14) 11 1 1 1
N3 (18) 17 1
N4 (19) 17 2
01 (45) 40 5
02 (29) 26 2 1
03 (17) 15 1 1
PlA(8) 7 1
PlB(26) 22 3
PlC(9) 5 4
TI (33) 25 8
T2 (19) 15 4
T4A(30) 25 5
T4B(22) 20 2
T5A(31) 29 2
112
1 Professional
2 Manager
3 Clerical
4 Sales
5 Craftsman
6 Operative
7 Private home worker
8 Service
9 Laborer
0 Student
x
y Other
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 1 1 5 1 OCCUPATIONAL STATUS
MALE HEAD
M2 (10) 1 1 2 1 2
M3 (40) 1 2 5 4 6 1 3
M4 (5) 1 1 1
NI (17) 3 1 1 2 1 2 2
N2 (14) 3 1 2 1 1 1 1 1
N3 (18) 1 1 4 4 2 2 2
N4 (19) 1 2 2 3 5 1 2
01 (45) 3 3 1 5 6 5 6 3 4
02 (29) 1 1 1 1 2 5
03 (17) 1 1 2 1 3 2 2 2
PlA(8) 2 1 1 1
PlB(26) 1 2 4 1 3
PlC(9) 1 2 1 3
Tl (33) 3 3 1 7 4 2 2 5
T2 (19) 1 1 1 5 2 4 3
T4A(30) 1 1 2 9 3 3 1 11
T4B(22) 1 2 1 2 2 3 3 4 2
T5A(31) 5 1 3 6 2 4 2 7
113
1 Housewife
2 Employed part-time
3 Employed full-time
4
5
6
7
8
9
0
x
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 4 3 OCCUPATIONAL STATUS
FEMALE HEAD
M2 (10) 6 1 1
M3 (40) 32 4 2
M4 (5) 5
Ni (17) 13 1 3
N2 (14) 9 1 2
N3 (18) 14 2
N4 (19) 13 3 1
01 (45) 25 10 6
02 (29) 26 2 1
03 (17) 16 1
PlA(8) 7 1
PlB(26) 22 1
P1C(9) 6 1
T1 (33) 27 1 4
T2 (19) 14 3 2
T4A(30) 24 3
T4B(22) 19 2
T5A(31) 26 3
114
1 Husband
2 Neighbor
3 Older child
4 Grandmother, other relative
5 Children attend supervised activities
6 Old enough - do not need care
7 In school
8 Baby sitter
9
0 Other
x No young children
y DK/NA
123 4 56 7 89 0Oxy
CARE OF CHILDREN IF
WORKING MOTHER
1
1
1 1
1 2
1 1
1
10 1
1 1
Ml (10)
M2 (10)
M3 (40)
M4 (5)
Ni (17)
N2 (14)
N3 (18)
N4 (19)
01 (45)
02 (29)
03 (17)
PlA(8)
PlB(26)
PlC(9)
Tl (33)
T2 (19)
T4A(30)
T4B(22)
T5A(31)
1
1
3
1 1 1
1
1
2
1
2
1
1
1
11
115
1 Below $3,000
2 $3,000 - $5,000
3 $5,000 - $7,000
4 $7,000 - $9,000
5 Over $9,000
6
7
8
9
0
x
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 2 2 2 3 1 FAMILY INCOME
M2 (10) 4 2 2 1 1
M3 (40) 23 11 5 1
M4 (5) 3 1 1
N1 (17) 5 4 3 2 3
N2 (14) 2 2 1 3 6
N3 (18) 2 3 6 5 2
N4 (19) 5 4 2 5 3
01 (45) 10 8 9 12 6
02 (29) 18 5 4 2
03 (17) 4 2 6 2 3
P1A(8) 3 3 2
PlB(26) 18 6 2
PlC(9) 1 3 5
T1 (33) 6 4 13 9 1
T2 (19) 3 6 4 5 1
T4A(30) 7 4 5 13 1
T4B(22) 2 7 13
T5A(31) 2 4 12 12 1
116
1 Less than high school
2 High school
3 Some college
4 College graduate
5 Beyond college
6
7
8
9
0
x
y
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 9 1 EDUCATION
M2 (10) 5 2 3
M3 (40) 21 15 2 2
M4 (5) 4 1
N1 (17) 11 4 1 1
N2 (14) 5 4 3 1 1
N3 (18) 6 10 2
N4 (19) 9 7 4 1
01 (45) 10 27 6 1 1
02 (29) 17 11 1
03 (17) 5 9 1 1 1
PlA(8) 7 1
PlB(26) 12 13 1
P1C(9) 5 3
Tl (33) 10 22 1
T2 (19) 5 10 3 1
T4A(30) 20 9 1
T4B(22) 8 14
T5A(31) 18 15 2 1
117
1 Less than one year
2 1 - 3 years
3 3 - 6 years
4 6 - 10 years
5 Over 10 years
6
7
8
9
0
x
y
1 2 3 4 5 6 7 8 9 0 x y
M1 (10)
M2 (10)
M3 (40)
M4 (5)
Ni (17)
N2 (14)
N3 (18)
N4 (19)
01 (45)
02 (29)
03 (17)
PlA(8)
PlB(26)
P1C(9)
Ti (33)
T2 (19)
T4A(30)
T4B(22)
T5A(31)
1 1
2 1 2
8 10 12
2 1
1 2 2
3 2
2 2 3
3 2 1
4 6 5
5 5 3
1 2
2 1 4
1 6 8
5
1
3
5
2
4
3 6
4 3
2 4
7 5
3 10
LENGTH OF STAY IN
NEIGHBORHOOD
1 7
5
5 5
1
2 10
2 7
3 7
13
3 27
9 6
5 9
1
5 6
2 2
9 13
1 8
3 18
2 6
1 13
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1 Friendly, respectable neighbors
2 Clean, quiet neighborhood
3 Close to schools
4 Close to shopping
5 Close to church
6 Close to transportation
7 Low rent
8 Good for raising children
9 Good living conditions
0 No benefits
x
y
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 8 8 8 10 10 9 10 5 9 3 THIS COMMUNITY AS A
PLACE TO LIVE
M2 (10) 6 4 10 10 10 10 9 2 4 5
M3 (40) 38 10 37 39 30 38 22 8 23 5
M4 (5) 4 3 4 5 5 5 3 2 3 1
Ni (17) 16 15 16 17 15 17 14 11 14 2
N2 (14) 12 8 14 13 11 14 6 12 12 1
N3 (18) 15 10 18 16 18 18 13 10 12 1
N4 (19) 15 16 19 18 19 19 14 14 18 1
01 (45) 43 37 45 45 45 45 37 27 39 1
02 (29) 26 15 26 27 28 28 25 9 22 12
03 (17) 16 13 16 17 15 17 12 8 13 2
PlA(8) 8 6 8 6 8 8 4 4 7 0
PlB(26) 25 20 21 20 25 24 21 15 23 1
PlC(9) 9 6 7 6 8 9 7 5 8 0
Ti (33) 29 15 29 29 31 33 21 18 24 2
T2 (19) 16 16 17 18 19 17 8 12 16 7
T4A(30) 28 20 29 27 30 28 18 23 26 1
T4B(22) 19 17 22 22 22 22 3 13 22 0
T5A(31) 27 20 28 31 31 31 3 23 29 0
119
1 Neighborhood run-down
2 Behavior of children
3 Dislike neighbors
4 Poor sanitation
5 No recreation for children
6 Drug addicts
7 Drinking
8 Overcrowding
9 Inconvenience for shopping, transportation
0 Violence
x No disadvantage
y DK/NA
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 2 2 1 3 1 WHAT DO YOU DISLIKE
THE MOST?
M2 (10) 3 3 2 1 1
M3 (40) 3 9 1 5 7 3 1 5 2
M4 (5) 2 1 1 1
NI (17) 2 1 2 2 3 1 6
N2 (14) 3 2 1 2 6
N3 (18) 4 2 1 2 1 2 1 4
N4 (19) 3 1 1 2 8
01 (45) 5 3 2 7 3 4 16
02 (29) 1 7 1 3 1 2 2 6
03 (17) 1 2 1 1 5 1 2 3
PlA(8) 1 2 1 1 1 1
PlB(26) 5 1 3 2 1 1 10
PlC(9) 1 4 2 1 1
TI (33) 5 3 1 6 4 9
T2 (19) 2 4 3 1 6
T4A(30) 4 4 4 2 13
T4B(22) 4 1 1 1 5
T5A(31) 7 8 2 2 10
120
1 Talk to city officials
2 Talk to priest
3 Talk to police, firemen, etc.
4 Talk to landlord
5 Talk to relatives and friends
6 Form neighborhood groups
7 Self-help
8 Nothing
9 Talk to parents
0 Other
x Talked to children
y DK/NA
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 1 1 5 1 1
WHAT HAVE YOU DONE
M2 (10) 1 1 1 6 1 TO SOLVE THESE
PROBLEMS?
M3 (40) 1 2 4 2 1 24 3 1
M4 (5) 1 1 1 2
N1 (17) 1 1 3 4 2
N2 (14) 1 6 1
N3 (18) 1 2 1 7 1 2
N4 (19) 3 1 1 6
01 (45) 1 2 4 3 19 1
02 (29) 3 3 2 3 9 1 1 1
03 (17) 2 2 1 8 1
PlA(8) 1 6
PlB(26) 1 3 9 1
PlC(9) 2 1 5
T1 (33) 1 1 4 4 13 1 1
T2 (19) 1 1 3 6 1
T4A(30) 2 3 1 1 2 7 1
T4B(22) 5 1 1 9 1
T5A(31) 2 1 1 3 2 12
121
1 Politicians - ward heelers
2 Elected city officials
3 Police
4 Church
5 Mafia
6 Landlords
7 Businessmen
8 The socially prominent
9 Civic associations
0 Other
x Parents
y DK/NA/No one
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 2 2 6 WHO IS RUNNING THE
NEIGHBORHOOD?
M2 (10) 1 1 8
M3 (40) 2 2 4 2 1 2 2 25
M4 (5) 1 1 3
N1 (17) 2 4 1 1 2 4 3
N2 (14) 1 2 3 1 1 2 4
N3 (18) 5 4 1 1 1 6
N4 (19) 1 3 1 1 3 10
01 (25) 3 7 7 1 8 1 18
02 (29) 3 5 1 4 1 2 15
03 (17) 2 2 1 1 2 2 3 1 3 2
PlA(8) 3 2 1 2
PlB(26) 1 2 6 3 3 11
PlC(9) 4 5
T1 (33) 4 8 2 1 2 1 1 16
T2 (19) 3 1 2 3 2 8
T4A(30) 4 12 2 2 1 2 7
T4B(22) 9 1 12
T5A(31) 3 12 1 3 1 11
122
1 Believe in self-help
2 Self-help, time cures
3 Shame, pride, stigma
4 Prayer will help
5 Do not want to bother anyone
6 Cannot afford it
7 There is no time to do it
8 It will not help anyway
9 Have trouble confiding
0 Do not have confidence in others' advice
x Cannot face it
y DK/NA
---------------------------------------------------------------
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 2 1 2 4 1 REASONS WHY PEOPLE
WITH PERSONAL PROBLEMS
M2 (10) 1 1 1 2 2 2 1 DO NOT GO OUTSIDE THE
FAMILY FOR HELP
M3 (40) 1 1 8 2 2 3 3 3 9 3 5
M4 (5) 1 4
Nl (17) 1 5 2 2 5 1 1
N2 (14) 1 9 1 3
N3 (18) 8 1 1 1 1 5 1
N4 (19) 1 7 2 1 1 6 1
01 (45) 2 2 17 2 4 7 3 9 1 1
02 (29) 1 1 11 2 4 4 1 3 2
03 (17) 4 2 2 1 2 2 4
PlA(8) 1 1 2 3 1
PlB(26) 1 2 8 4 5 2 2 2
PlC(9) 2 3 2 2
Tl (33) 6 3 6 4 1 8 3 1 1
T2 (19) 1 1 6 2 2 1 6
T4A(30) 3 2 8 1 4 1 7 3 1
T4B(22) 2 2 13 1 5 1
T5A(31) 3 1 13 1 6 5 1
123
1 They do alot of good
2 Good for some, not anyone
3 They do some good
4 Self-help, primary factor
5 Some good/ some bad
6 Depends on the problem
7 Not much help
8 They are fakes
9 DK
0 NA
x Other
y They are for the insane
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 2 2 1 3 1 1 OPINION ABOUT
PSYCHIATRISTS
M2 (10) 2 2 1 4 1
M3 (40) 11 5 1 12 3 2 1 1 2 2
M4 (5) 1 2 1 1
Nl (17) 1 5 7 2 2
N2 (14) 4 8 1 2
N3 (18) 7 2 1 6 1 1
N4 (19) 1 7 6 2 1 1 1
01 (45) 11 6 19 4 5
02 (29) 5 8 2 7 2 4 1
03 (17) 1 6 8 1 1
PlA(8) 2 1 4 1
PlB(26) 5 3 5 6 4 1 2
PlC(9) 2 5 1 1
Tl (33) 7 5 7 3 4 1 4
T2 (19) 8 3 1 3 1 1 1 1 1
T4A(30) 4 4 3 5 2 3 2 1 6
T4B(22) 6 2 3 1 2 1 4 2 1
T5A(31) 7 4 3 6 1 2 1 1 6
124
1 BCH - Long Island
2 BSH - Mattapan
3 Mass. General
4 Beth Israel
5 NEMC
6
7
8 Other hospital
9 Doctor
0 Other
x None
y DK/NA
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 4 1 6 WHERE WOULD ONE GO FO
PSYCHOTHERAPY OR
M2 (10) 2 1 1 1 5 PSYCHOANALYSIS?
M3 (40) 4 2 1 4 1 1 28
M4 (5)
Nl (17)
N2 (14)
N3 (18)
N4 (19)
01 (45)
02 (29)
03 (17)
PlA(8)
PlB(26)
PlC (9)
Tl (33)
T2 (19)
T4A (30)
T4B(22)
T5A(31)
1
3
1
2
2
1 2 1 1
1
3 1
6 2 1
4 1 1
1 1 1
R
1
1 5
3 6
2 7
1 14
4 20
1 1 14
1 3
1 2
2 2 17
1 3
23
2 8
2 26
3 19
2 26
125
1 BCH - Long Island
2 Briggs Clinic
3 NEMC Dispensary
4 MMHC
5 BSH - Mattapan
6
7
8
9
0 Other
x
y DK/NA
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 1 9 NAME OF MENTAL
HEALTH CLINIC IN
M2 (10) 1 9 THIS AREA
M3 (40) 4 2 2 32
M4 (5) 1 4
Ni (17) 3 4 9
N2 (14) 1 1 12
N3 (18) 1 2 2 13
N4 (19) 1 18
01 (45) 1 2 2 6 34
02 (29) 2 1 26
03 (17) 1 1 15
PlA(8) 8
PlB(26) 2 1 1 1 21
PlC(9) 1 1 1 6
TI (33) 1 1 2 29
T2 (19) 1 1 17
T4A(30) 1 1 2 26
T4B(22) 22
T5A(31) 2
126
1 Yes
2 No
3
4
5
6
7
8
9
0
x
y
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 10 HAVE YOU HEARD OF
"TNEMC"?
M2 (10) 10
M3 (40) 30 9
M4 (5) 3 1
Ni (17) 17
N2 (14) 13 1
N3 (18) 17 1
N4 (19) 19
01 (45) 44 1
02 (29) 27 2
03 (17) 16 1
PlA(8) 7 1
PlB(26) 24 2
PlC(9) 9
TI (33) 26 7
T2 (19) 10 3
T4A(30) 20 10
T4B(22) 19 3
T5A(31) 25 6
127
1 Laboure
2 SBNH
3 TMHC
4 Other
5
6
7
8
9 Tufts
0
x Would not suggest
y DK/NA
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 1 1 1 3 2 2 IF YOU HAD A FRIEND
WITH AN EMOTIONAL OR
M2 (10) 5 2 1 1 1 MENTAL PROBLEM WOULD
YOU SUGGEST THAT HE
M3 (40) 2 1 8 5 22 GO FOR HELP TO:
M4 (5) 1 2 2
Nl (17) 2 1 3 4 5 2
N2 (14) 3 1 1 5 1 3
N3 (18) 2 1 1 5 8 1
N4 (19) 2 1 3 10 3
01 (45) 4 1 16 17 7
02 (29) 4 3 2 6 11 2
03 (17) 6 1 5 5
PlA(8) 1 1 2 3 1
PlB(26) 2 1 2 11 4 6
PIC(9) 1 4 1 2 1
T1 (33) 2 16 2 4 9
T2 (19) 1 14 1 1 2
T4A(30) 1 9 4 3 13
T4B(22) 1 11 10
T5A(31) 1 1 14 1 3 11
128
1 Yes
2 No
3
4
5
6
7
8
9
0
x
y
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 1 9 HAVE YOU EVER ASKED
ANYONE FOR HELP ABOUT
M2 (10) 1 9 A MENTAL OR EMOTIONAL
PROBLEM?
M3 (40) 3 35
M4 (5) 5
Ni (17) 1 16
N2 (14) 3 11
N3 (18) 1 17
N4 (19) 18
01 (45) 4 38
02 (29) 4 24
03 (17) 17
P1A(8) 1 7
PlB(26) 3 16
PIC(9) 2 7
TI (33) 33
T2 (19) 2 17
T4A(30) 3 26
T4B(22) 1 4
T5A(31) 2 29
129
1 Ask doctor
2 Ask priest, rabbi
3 BCH
4 BSH - Mattapan
5 MMHC
6 Veterans Hospital, J. Plains
7
8
9 Other hospital
0 Other
x
y
1 2 3 4 5 6 7 8 9 0 x y
Ml (10) 4 1 IF NONE OF THE ABOVE,
WHERE?
M2 (10) 1
M3 (40) 1 1 3 2 2
M4 (5)
N1 (17) 1 1 1 1
N2 (14) 5
N3 (18) 2 1 1 1
N4 (19) 1 1 1
01 (45) 7 2 2 1 1 1 1
02 (29) 2 1 1 1 1
03 (17) 2 1 1 1
PlA(8) 1 1
PlB(26) 4 2 1 4
PlC(9) 1 1 2
TI (33) 7 1 2 2 1 1 2
T2 (19) 6 4 1 1 2
T4A(30) 2 1 1 1 2 2
T4B(22) 7 3 1
T5A(31) 9 2 3
130
1 Not satisfied
2 Satisfied
3 Very satisfied
4 DK
5 Unimportant
6 Other
7
8
9
0
x
y NA
-----------------------------------------------------------------
1 2 3 4 5 6 7 8 9 0 x y
M1 (10) 1 2 7 HOW SATISFIED ARE YOU
WITH TREATMENT
M2 (10) 1 2 1 6 LOCALLY?
M3 (40) 8 7 3 22
M4 (5) 1 1 3
Ni (17) 2 1 3 11
N2 (14) 3 4 7
N3 (18) 7 7 3
N4 (19) 5 4 10
01 (45) 7 13 7 19
02 (29) 4 5 1 19
03 (17) 1 5 2 6
PlA(8) 1 1 6
PlB(26) 1 4 9 12
PlC(9) 4 5
T1 (33) 5 5 3 13 7
T2 (19) 2 1 2 14
T4A(30) 3 3 1 18 5
T4B(22) 15 7
T5A(31) 2 3 1 21 4
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